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Abstract 
Background: Higher weight patients seeking healthcare services are at risk of negative societal 
attitudes toward obesity.  It is essential that the healthcare industry evaluate factors that influence 
the perception of care at the bedside for this population.   
Purpose: This study sought to compare differences between Registered Nurses (RN) attitudes 
toward patients with high Body Mass Index (BMI) in a Bariatric Center of Excellence to those in 
a community hospital.  In addition, this study sought to determine if a relationship existed 
between nurses’ attitudes toward higher weight patients and their own body satisfaction, 
internalized weight bias, and experiences with weight stigmatization. 
Methods: This study utilized a quasi-experimental design with a sample of 118 nurses from the 
two study sites that completed an electronic survey containing a series of validated questions and 
demographic data.  
Evaluation: Descriptive statistics (means, standard deviations, and frequencies) were used to 
report the demographics and major study variables in each hospital.  Independent samples t-tests 
showed one difference between study sites in negative attitudes towards patients with high BMI. 
One subscale related to controllable factors of obesity showed lower negativity in the Bariatric 
Center of Excellence, as measured by the Nurses Attitudes Toward Obese and Obese Patient 
Survey (NATOOPS).  No significant correlations were found between negative attitudes and 
body satisfaction, internalized weight bias, or external weight stigma. 
Clinical Implications: Attitudes about controllable factors of obesity is impacted by a bariatric 
center environment.  Further field research with a focus on implicit attitudes and evidenced-
based educational tactics are needed to obtain a more in-depth perspective on nurses’ attitudes. 
 
 Keywords: weight stigma, obesity, weight bias, nurses’ attitudes 
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Background 
Globally, obesity is considered to be one of the preventable causes of death (Sabol, 
Hammersla, & Idzik, 2012).  To highlight the importance of obesity, the American Medical 
Association (AMA) declared obesity a disease in 2013.  This focus by the AMA clearly 
identifies the issue of obesity as a significant health concern to acknowledge.  Although obesity 
rates in the United States have plateaued in the last few years (CDC, 2015), obesity is having an 
adverse impact on the health of those individually afflicted and to the health of the global 
populous (Sabol et al., 2012). Nationally, the rates of obesity are especially high for baby 
boomers, i.e. adults ages 45-64, (see Table 1) (Robert Wood Johnson Foundation, 2016). 
Obesity is directly linked to a significant number of conditions that cause higher 
mortality rates and morbidity (Sabol et al., 2012).  Obesity is a causative factor in multiple 
chronic health conditions such as stroke, certain cancers, heart disease, type-2 diabetes, 
hypertension, sleep apnea, depression, and disability (Lakdawalla, Goldman, & Shang, 2005; 
Barnes, Theeke, & Mallow, 2015).  Blackett et al. (2011), describes obesity as being the "most 
mortal and debilitating disease of this current century, with over 97 million Americans being 
classified as overweight and 60 million classified as obese" (p. 133).  Of this population, more 
than 60% of the women in the United States are now classified as overweight with a body mass 
index (BMI) of 25kg/m2, or obese with a BMI of 30kg/m2 (Amy, Aalborg, Lyons & Keranen, 
2006).  The frequency of women classified as severely obese with BMIs greater than 35kg/m2 
are increasing (Amy et al., 2006) and almost half of the African-American women population is 
obese (Robert Wood Johnson Foundation, 2010).  Approximately 30% of those receiving 
Medicare benefits are classified obese (Galewitz, 2014).  The Robert Wood Johnson Foundation 
(2016) reported the significantly high number of states with elevated BMI, in multiple age 
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groups, which indicates over the next 20 to 30 years we will continue to be faced with an aging 
population that has a high BMI (see Table 1). 
Amy et al., (2006) revealed that high BMI women reported delaying such tests, as pelvic 
exams, papanicoloau (pap) test, clinical breast exams, mammograms, and colorectal exams as 
well as a failure to report a concern about cancer symptoms.  These documented delays create 
barriers to effective treatment for patients with high BMI.  Findings from numerous studies 
suggest health care providers exhibit negative undertones, stigma, and bias toward the obese 
population (Budd Mariotti, Graff, & Falkenstein, 2011; Drury & Louis, 2002; Maroney & Golub, 
1992; Merrill & Grassley, 2008; Puhl & Brownell, 2006; Puhl & Latner, 2008).    
The harsh reality is healthcare workers are influenced by the social media and the 
messaging via advertisers on the need to be thin (Budd et al., 2011).  As a result, healthcare 
workers bring their personal prejudices, bias, and discriminating thoughts to the bedside when 
caring for the overweight and obese (Budd et al., 2011; Drury & Louis, 2002; Maroney & Golub, 
1992; Puhl & Latner, 2008).   
Problem Statement 
The research question guiding this project is: How do Registered Nurses’ attitudes toward 
patients with high BMI in a Bariatric Center of Excellence compare to the beliefs of RNs’ who 
work at a community hospital?  
Aim and Objective 
The aim of this project was to examine if stereotypic stigma toward high BMI patients is 
lower among RNs who work at a Bariatric Center of Excellence who are potentially influenced 
by clinical, educational, and programmatic information, as compared to a community hospital 
with no specialized educational or clinical influences.  The primary objective of this project was 
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to compare healthcare providers’, specifically RNs’, attitudes towards, the care of those with 
high BMI.  The secondary objective was to determine if there are any relationships between 
nurses’ attitudes toward higher weight patients and their own body satisfaction, internalized 
weight bias, and experiences with weight stigmatization.  The hypothesis for this project is that 
nurses at the Bariatric Center of Excellence will report lower negative attitudes and bias toward 
those with high BMI, due to the influence of ongoing education and sensitivity training. 
Background 
As an executive leader at a community hospital, I was faced with recurrent patient 
complaints that were related to direct neglect of patients.  In the first few months of my tenure as 
the Chief Nursing Officer, the neglect toward this patient population was remarkable. It came to 
the point that it warranted the termination of several staff members. The cause analysis process, 
identified one common element in all of the complaints: these patients were larger in size (i.e., 
their weights ranged between 350 and 700 pounds). The patients impacted by these events were 
awake, alert, and oriented. They had the ability to provide a clear account both of the staff who 
provided compassionate care, as well as the staff who provided poor care. The trends in the data 
indicated incidents such as, staff repeatedly failed to provide personal care and assistance to 
those with high BMI. Patients reported needing assistance to get out of bed to a commode, but 
staff would not respond to their call bell, as a result they had an incontinent event. Other 
neglectful care events included patients needing assistance with personal hygiene, after putting 
their call bell on for assistance, staff failed to respond. These types of events occurred on 
different units and did not include any common or shared staff.  
As a result of this leadership challenge, this  became the phenomenon of interest for this 
project, to explore nurses’ attitudes toward the higher weight patients, in different facilities. The 
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literature review will demonstrate evidence that negative stigma by healthcare providers can 
impact patient’s response to the healthcare community and their own care.   
Review of Literature 
Databases from Cochrane Library followed by searches in the Current Index of Nursing 
and Allied Health Literature (CINAHL), PubMed (MedLine), ProQuest, and PsycINFO were 
explored using the following keywords obese, nurses, attitudes, obese patients, bariatric care, 
nurse’s role AND obesity, obese AND bias, attitudes of health personnel AND obesity, attitudes 
AND obese, identifying over 3,700 studies. To further narrow the search, limiters included full-
text articles and those in the English Language; Age Groups: Adult: 19-44, Middle Aged: 45-65, 
Aged: 65+ years.  Key phrases’ included "obese patient" and "bariatric care."  Boolean 
operators included: NOT "child", NOT "children", NOT "weight loss" as the focus of this 
research was not looking at these aspects in the data.  Boolean operators used to search (MeSH) 
Nurse's role AND obesity, obese* AND bias, (MeSH) Attitudes of Health Personnel AND 
obesity, attitude* AND obese*. Any article related specifically to bariatric surgery was also 
eliminated from this search.    
The inclusion criteria were studies addressing only adult population greater than 19 years 
of age, attitudes toward obesity, medical providers’ attitudes toward obesity and care of obese, 
nurses’ attitudes toward the care of the obese, educational intervention on reducing obesity 
stigma, and the impact of negative stigma on obese patients. Of the 68 studies identified, only 18 
met the inclusion criteria.  Three studies were qualitative, three were randomized controlled 
trials, five were quasi-experimental, and seven were descriptive studies.  Eight studies explored 
attitudes toward those with high BMI (Bagley, Conklin, Isherwood, Pechiulis, & Watson, 1989; 
Culbertson & Smolen, 1999; Gujral, Tea, & Sheridan, 2011; Han, Han, & Lee, 2014; Petrich, 
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2000; Poon & Tarrant, 2009, Watson, Oberle, & Deutscher, 2008; Zuzelo & Seminara, 2006).  
Seven studies examined the influence of an educational intervention on reducing obesity stigma 
or to increase sensitivity to improve attitudes toward obesity (Ciao &Latner, 2011; Falkner & 
Sledge, 2011; Gujral, Tea, & Sheridan, 2011; Hague & White, 2005; Hsiao, Chen, Gau, Hung, 
Chang, & Tsai, 2005; O’Brien, Puhl, Latner, Mir, & Hunter, 2010; Robinson, Ball, & Leveritt, 
2014.  One study examined underlying behaviors of health care providers toward patients with 
high BMI (Chisholm, Hart, Lam, & Peters, 2012). 
Findings from the review of literature support the following themes: 1) healthcare 
providers possess a degree of bias toward those with high BMI, 2) healthcare providers require 
more education and resources to provide better clinical care, and 3) sensitivity training could 
reduce stigma and attitudes toward those with elevated BMI. 
Definition of Terms 
ATTITUDE Is a theoretical construct or conjectural statement that reflects the 
psychological elements that indicate either positive or negative attributes 
of a person or object (Brown, 2006; Eagly & Chaiken, 2007). 
ATTITUDES TOWARD OBESITY 
Personal control over body weight is seen as within the control of the 
individual; as a result, they are blamed for being lazy, unattractive, having 
no self-control and lacking motivation (Creel & Tillman, 2011; Vartanian, 
2010).  People demonstrate both implicit and explicit negative attitudes 
toward the obese (Vartanian, 2010). 
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IMPLICIT BIAS Bias that exists below the level of conscious awareness that generates 
one’s behavior or judgements, creating automatic responses, either 
positive or negative (Dovidio, Gaertner, Kawakami, & Hodson, 2002). 
INTERNALIZATION OF WEIGHT BIAS   
Consists of attributions made about the ‘self’ versus ‘others’. “It is 
different from body image in that it is not a personal reflection of how one 
feels about their body, it is more representative of how the social 
stereotypes related to obesity, negative self-evaluations due to one’s 
weight and shape” (Durso & Latner, 2008, p. S80). 
OBESITY   Having excessively high body fat.  Obesity is defined as a: 
• BMI 27-30 kg/m2 is mild obesity 
• Greater than 30 kg/m2 is moderate obesity 
• Greater than 35 kg/m2 is severe obesity 
• Greater than 40 kg/m2 is morbid obesity  
• Greater then 50 kg/m2 is super obesity	
STIGMA  Is defined as anything that is seen or labeled by an individual as outside 
the norm or different from themselves or their view of the general 
population.  The labeled individual can experience discrimination or loss 
in status that leads to a sense of inequality and feeling different from the 
rest of society (Bruckert & Hannem, 2012; Abu-Odeh, 2014). 
WEIGHT BIAS  Weight bias generally refers to negative attitudes toward a person because 
he or she is overweight or obese, such as the stereotype that obese persons 
are lazy or lacking in willpower.  These stereotypes can be manifested in 
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different ways, leading to prejudice and discrimination (Puhl, 
Himmelstein, Gorin & Suh, 2017). 
Barriers to Care 
Discrimination and stigmatization of those with high BMI is a barrier to seeking timely 
preventive screenings and treatment that can cause adverse patient outcomes (Creel & Tillman, 
2011).  The unfortunate and unintended effect of a delay in care will only add to the complexity 
of that care when services are rendered.  An example of this population failing to seek timely 
treatment is evident in the obese female population. Women with high BMI's are far less likely to 
obtain life-saving screening exams such as mammography and pelvic exams on a routine basis 
(Amy et al., 2006; Wee, McCarthy, Davis & Phillips, 2000).  This behavior places these women 
in a high-risk category for cancer, such as ovarian, uterine, breast and cervical (Amy et al., 2006; 
Wee et al., 2000).    
The patient population with elevated BMI has a right to feel safe when seeking healthcare 
services (Puhl, Schwartz, & Brownell, 2005).  This study determined that negative attitudes are 
much harder to influence than positive, and people are influenced by those they value.  In light of 
these findings, it is essential that those in academia and leadership work towards identifying 
ways to decrease obesity discrimination and stigmatization.  Teachman and Brownell’s (2001) 
research indicated that health care providers blame the patient with high BMI for their weight 
versus identifying high BMI as a condition.  
The unintended negative response by health care providers’ can place a patient on the 
defensive and at risk for being a target of discrimination (Creel & Tillman, 2011).  The conscious 
or unconscious reasons why clinicians are failing to provide patient care needs to the population 
with high BMI creates a significant practice issue (Creel & Tillman, 2011).  With this 
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understanding in mind, efforts are needed to determine why healthcare professionals respond in 
an unjust manner to this high-risk population.  If left unaddressed, potential harm could come to 
many patients with high BMI, due to lack of care, which will drive these patients away from 
seeking the care they need (Amy et al., 2006).  
Attitudes Toward High BMI Studies 
 Among the eight studies identified that explored attitudes toward high BMI, four utilized 
a version of the nurses’ attitudes toward obesity scale.  Three of these four studies provided 
results eliciting a negative response to either the patient with elevated BMI or care for those with 
high BMI (Culbertson & Smolen, 1999; Han et al., 2014; Watson et al., 2008) The fourth study 
in this section reported opposing outcomes, indicating that nurses experienced compassion 
toward those with high BMI (Zuzelo & Seminara, 2006).   
 Watson et al., (2008) used a descriptive, correlation study of 1400 randomly selected 
RN’s from Alberta, Canada to test the validity and reliability of the revised nurses’ attitudes 
NATOOPS tool.  Findings indicated that the psychometric properties of the instrument showed 
an adequate overall internal consistency reliability of .81.  A limitation identified within the 
study was the high degree of education of the respondents.  The survey results from the nurses 
indicated that nurses respond to patients with high BMI with feelings of irritation, and 
impatience.  Nurses reported that these patients have low self-esteem, and report the patients 
could control the eating habits with monitored food intake.    
Han et al., (2014) repeated the Watson et al., (2008) study outside of the Western culture 
to determine the attitudes of Korean nurses caring for patients with high BMI.  The correlational 
design study was completed with 350 nurses, from hospitals with over 500 beds in Seoul and 
indicated an overall high internal consistency reliability of .88.  The three components tested 
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were the cognitive, affective, and behavioral domains as they related to attitudes toward obesity.  
The cognitive component Cronbach’s alpha coefficient was 0.71.  Item ratings indicated that 
Korean nurses perceived obese patients as negative, with low self-esteem, passive, and having 
lower social adaptability (Han et al., 2014).  The affective component Cronbach’s alpha was 
0.80. The nurses in this study were less likely to assist patients who were obese and felt stressed 
when providing care (Han et al., 2014). The behavioral component Cronbach’s alpha was 0.90 
(Han et al., 2014). One noted difference between Western and Eastern nurses was the Western 
nurses were more willing to participate in nursing interventions than Korean nurses (Han et al., 
2014). The Watson et al., (2008) and Han et al., (2014) studies produced similar findings, in that 
both groups of nurses thought patients with high BMI had lower self-esteem, were more passive 
and had poorer social adaptability. 
The Culbertson et al., (1999) study, a non-experimental descriptive correlation study, 
included a convenience sample of 73 RN students, 33 in an RN-BSN and 40 in a Masters level 
nursing program, from a large mid-western nursing school.  The study aims were to examine 
attitudes of RN’s pursuing their Baccalaureate and Master degrees, toward the personalities, 
lifestyles, and management of the adult patient with high BMI. Student demographics and 
attitudes toward obesity were examined in relation to attitudes toward the lifestyles and 
personalities of high BMI patients and the nursing care delivered to this population (Culbertson 
et al., 1999).  Analyses revealed a difference between nurses’ years in practice and their attitudes 
toward personalities and lifestyles of obese adults. The findings suggest that students reported 
caring for patients with high BMI as physically exhausting.  Respondents expressed feelings of 
being uncomfortable caring for a patient with high BMI and preferred not to be assigned to a 
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high BMI patient.  The participants also indicated that they thought patients with high BMI make 
poor food choices and could lose weight if they decided to lose weight.  
 Zuzelo and Seminara (2006) used a mixed method study of 119 nurses.  Utilizing the 
Bagley et al. (1989) tool, the aim was to elicit nurses’ attitudes toward patients with high BMI 
Attitudes Toward Obese Adult Patient Instrument and a qualitative questionnaire.  These nurses 
were employed in one health system. The findings were contrary to the results reported in the 
previously mentioned studies.  Nurses reported feeling very positive toward the patient with a 
high BMI. This study utilized a 5-point Likert scale, answers ranged from strongly agree (1) to 
strongly disagree (5). The data reflected that the nurses demonstrated a high degree of 
disagreement in the following questions: “obese adult patients repulse me” (M= 4.00, SD= .808), 
“I’d rather not touch an obese patient” (M= 4.27, SD= .672), “It does not hurt to apply ‘scare’ 
tactics to obtain compliance of the obese patients” (M= 4.16, SD= .670), and “I feel disgust 
when caring for an obese patient” (M= 4.13, SD= .711). These results indicate that nurses 
disagreed to strongly disagreed with retaliatory nursing interventions and denied disgust with 
caring for the obese (Zuzelo, et al., 2006). A study limitation was a low response rate of only 
16.2%; therefore, the participants may have shown upwardly biased scores. 
Patient Response to Stigma 
Findings from two separate studies suggest that people with high BMI are affected by and 
internalize the effects of stigmatizing experiences.  In a cross-sectional study conducted by Puhl 
and Brownell (2006), weight stigma was examined based on the sources of the stigma and 
coping strategies of 2671 overweight or obese adults.  The participants report that their family 
(M = 1.66, SD = 1.20) was the primary source of bias, immediately followed by physicians (M = 
1.43, SD = 1.15).  Nurses (M = 0.93, SD = 1.13) came in as tenth out of 22 possible source of 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
15	
bias exposure.  Puhl et al., (2006) also examined the reported frequency of interpersonal sources 
of stigma experienced one or more times across genders. Females reported physicians were the 
source of stigma one or more times (M= 1.56, SD = 1.15) and nurses were the source of stigma 
one or more times (M= 1.13, SD = 1.26).  Males reported physicians were the sources of stigma 
one or more times (M= 1.67, SD = 1.10) and nurses were the source of stigma one or more times 
(M= 0.95, SD = 1.17).  Although the significant correlation is small, there was positive 
correlation between BMI and the experience of stigma (r = 0.06, p = 0.05), implying that a 
person will experience more stigma as their BMI increases (Puhl, et al., 2006). 
   In a descriptive study by Amy, et al., (2006), a purposeful sample of 498 high BMI 
African-American and White women was regarding their barriers to seeking routine 
gynecological cancer screening.  The aim of the study was to examine the reasons or barriers for 
not seeking gynecological preventive cancer screening examinations.  These participants had to 
have a BMI from 25 kg/m2 to greater than 55 kg/m2 to be selected for the study.  Women with 
BMI > 55kg/m2 had remarkably lower rates of screening exams, specifically Pap tests (68%) as 
compared to those with lower BMI (86%).  The participants with higher BMI reported 
experiencing disrespectful treatment (36%), the embarrassment of being weighed (35%), 
negative attitudes of providers (36%), unsolicited advice to lose weight (46%) and gowns or 
equipment that was too small to accommodate personal needs (Amy, et al., 2006).   
Medical Professionals Impact on Patients with High BMI 
 The Amy et al., (2006) also evaluated health care providers’ perspectives on providing 
care to patients with high BMI.  They surveyed 129 health care providers, many reported not 
having the education and knowledge to provide adequate and sensitive care to the patient with a 
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BMI above 30 kg/m2.  Respondents also reported not having the proper instruments to 
appropriately examine a patient (i.e. larger blood pressure cuff or longer speculums). 
In a qualitative study by Chisholm et al. (2012), 29 medical professionals and medical 
professional trainees from a large urban university in North West England were obtained through 
snowball sampling.  The qualitative interview questions examined health care providers’ 
experiences and personal viewpoint on their role in behavior-changing discussions with patients.  
Three themes emerged from the interviews.  The first theme involved personal challenges of the 
provider, including a lack of skills in caring for patients through behavior changing techniques, 
lack of self-confidence, and limited opportunities to intervene (Chisholm et al., 2012).  The 
second theme was the provider’s beliefs that behavior-changing discussions were someone else’s 
responsibility (Chisholm et al., 2012).  The third theme was how providers prioritized their 
doctor-patient relationship (Chisholm et al., 2012).  Providers reported their relationships as 
either distant, close, or protective of the patient relationship, which influenced why a provider 
did not engage in behavior-changing discussions.  As a result, little behavior-changing 
discussions occurred with patients, which could have helped patients improve their health status.   
 In a review of the literature Phelan et al., (2015) stated health care providers are “unlikely 
to flagrantly and intentionally discriminate against their patients, none the less their attitudes 
cause obese patients to feel unwelcomed, inadequate, disrespected, effecting the quality of the 
health care encounter” (p. 16).  As previously discussed, health care providers bring their own 
implicit and explicit bias to the bedside, and as a result, the focus is not always on the patient’s 
wellbeing but on the body weight.  It would help higher weight patients if providers were better 
able to better manage their implicit bias to assure they provide the same level of care to all 
patients, regardless of their size. 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
17	
 
Theoretical Framework 
 The theoretical framework utilized to support this project is the Attribution-Value Model 
of prejudice.  This general theory model served as the conceptual, theoretical framework of the 
original NATOOPS work (Bagley et al., 1989; Watson et al., 2008).  The Attribution-Value 
Model of Prejudice could shed insight into some of the bias or prejudices held by healthcare 
professionals, including nurses (Crandall, 1994; Crandall & Biernat, 1990; Crandall, D'Anello, 
Sakalli, Lazarus, Nejtardt, & Feather, 2001).  
 According to the attribution value model when an individual demonstrates prejudice 
toward another person or group, the bias stems from two interrelated variables.  The interrelated 
variables are attributions of controllability and cultural value.  Hence, bias toward individuals 
with high BMI or groups of people with high BMI may stem from others holding them 
responsible for their behaviors and perceiving negative cultural value regarding their weight 
(Sakalli, 2002). 
The original survey questions of Bagley et al. (1989) were developed utilizing the scaling 
score methodology based on the attribution values.  Later, the Bagley et al. (1989) survey was 
further developed using questions with characteristics that represent the values and attributions 
about obese patients, obesity, nurses’ clinical experiences when caring for obese patients and 
descriptive characteristics commonly associated with obesity (Watson et al., 2008). 
It is accepted and understood that all cultures possess some form of prejudice.  Prejudice, 
in general, could be in the form of race, gender, ethnicity, sexuality, disability, or physical 
appearance (Crandall et al., 2001).  The premise of this theoretical framework is rooted in the 
notion that prejudice can be remarkably flexible.  If societal norms shift in any direction due to a 
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financial, political, or public opinion, then the perceived prejudice could change in tandem with 
that messaging (Crandall et al., 2001).  Research by Crandall (1994) validated the belief that 
social influences promote prejudice toward anti-fat repulsion. 
People with a high BMI are viewed as unattractive, noncompliant, lazy, ugly, awkward, 
lack motivation and lack self-control (Foster et al., 2003; Grant, Mizzi, & Anglim, 2016; Harris, 
Harris, & Bochner, 1982; Petrich, 2000).  Having a high BMI is an immediately apparent visual, 
physical characteristic (Crocker, Cornwell & Major, 1993).  People demonstrate prejudice 
toward others when they believe the negative attribute, like high BMI, is controllable.  This 
prejudiced attitude indicates that those with the negative attribute should be personally held 
accountable to control that quality (Crandall et al., 2001). 
Methods 
The intent of this next section is to describe the project design, sample size, setting, 
measurement tools, procedures, human rights subject’s protections, timeline, and study strengths 
and limitations. 
Project Design  
The present study utilized a comparative descriptive survey of nurses from a community 
hospital to a sample of nurses at a Bariatric Center of Excellence on attitudes and beliefs toward 
patients with high BMI.  The Chief Executive Officers of both facilities gave permission for this 
study to take place in their respective facilities.  
Participants  
A convenience sample of RN’s from two hospitals was recruited for this project.  The 
community hospital employed 319 RN's and the comparative hospital, Bariatric Center of 
Excellence employed 318 RN’s.  Inclusion criteria for the RN population were any current 
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employment status (full-time, part-time, perdiem/registry), all lengths of employment (new hire 
to tenured nurse), all specialties, and departments that utilize RN’s.  Every participant was 
required to be over the age of 18 years of age.  Pregnant women who are RNs were included in 
this survey since this survey tool is seeking their input on care of patients with high BMI and 
their personal perceptions, which has no notable harm.  Exclusion criteria were adults who were 
unable to give consent and adults who could not read English; this survey was only published in 
one language, English.  
Setting 
 This project took place at two facilities: 1) a community hospital, in a Midwest state, 
licensed for 314 beds, located in a south suburb community 30 minutes south of the city of 
Chicago, 2) a Bariatric Center of Excellence, which was a suburban hospital licensed for 299 
beds and holds the distinction as BCE for the past 14 years and located 30 minutes north of the 
city of Chicago. As shown in Table 2, both communities were very similar in demographic 
makeup and economic status, making these two populations ideal for obtaining comparative data. 
The resources available at both facilities included support and assistance from nursing 
administration, nursing education, and information technology departments.  Every nurse had 
access to the hospital intranet page where the survey link was located.  
The respondent’s at each facility completed the survey during the course of their normal 
clinical workday.  The survey was conducted anonymously, as a result, when a nurse got called 
away due to patient care needs (e.g. answer a call bell) and closed out of the survey, they could 
not go back and finish the survey.  A total of 117 nurses completed the NATOOPS portion of the 
survey and the remainder of the tools had varying total completed responses due to nurses having 
to leave the survey early.  
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Measurement  
Nurses attitudes toward high BMI patients. The NATOOPS was the first survey tool and was 
the primary outcome measure for this project.  NATOOPS measures nurses’ attitudes toward 
obesity and the care of the obese.  Watson, et al., (2008) developed an updated version of the 
NATOOPS survey from the original research of Bagley, et al., (1989).  It was designed to 
measure if weight bias exists among nurses.  Watson et al., (2008) established the NATOOPS had 
sound psychometric properties with a 5 factor solution to their 36-question survey tool. The 
internal consistency (Cronbach’s alpha) was .81 (Watson, et al., 2008).  
  For this project, the NATOOPS tool was adapted for the electronic environment.  The 
original survey used a 100 mm visual analog scale (VAS) on paper to measure the participant's 
responses, the higher the score, the more negative the response (Watson, et al., 2006).  Scale 
ratings of disagree to agree or seldom to often, depending on the question asked.  The web-based 
VAS was designed as a slide bar with a 11-point scale (0-10) to simulate the VAS scale 
electronically, using the same anchor responses.  The VAS items are created to calculate to a 
three decimal calculation to obtain the most accurate result.  Participants would slide the bar to 
the answer that indicates their response.  The higher the score, the more negative the response.  
The survey was designed to include five questions with reverse scoring, in order to identify if 
bias was present in the responses. 
Internalized	weight	stigma.	The second tool utilized was the `Modified Weight Bias Internalized 
Scale (WBIS-M) (Pearl & Puhl, 2014).  The purpose of this instrument was to measure 
internalized levels of weight stigma.  WBIS-M can be used to measure internalized weight 
attitudes equally among men and women no matter their body size (Pearl & Puhl, 2014).  The 11 
questions of this tool were designed on a 7-point Likert scale, ranging from strongly disagree 
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(scored as 1) to strongly agree (scored as 7).  This tool explores an individual’s feelings about 
their weight (e.g. “I feel anxious about my weight because of what people might think of me.”). 
This tool has demonstrated high internal consistency with a Cronbach’s alpha of .94 (Pearl & 
Puhl, 2014).  
Experienced weight stigma. The third tool embedded into this project’s survey is the brief 
version of the Stigmatizing Situation Inventory (SSI).  The SSI tool is utilized to assess global 
experience with weight stigma experienced in one’s daily life (Vartanian, 2015).  The responses 
reflect the participant's personal experience with the stigmatizing situations during their lifetime.  
The tool has 10 questions, with answers rated on a 10-point scale ranging from never (scored as 
1) to daily (scored as 10).  The more frequent the incidents of stigmatizing experiences, the 
higher the score.  The SSI tool has reported internal consistency with Cronbach’s alphas ranging 
from .90 to .98 based on the various samples reported (Vartanian, 2015). 
Body appreciation. The fourth tool embedded into this project is the Body Appreciation Scale 
(Tylka, 2013).  The responses assess the acceptance of and favorable opinion toward, the respect 
of one’s own body. The BAS is validated to measure the genders equally (Tylka, 2013).  The 
tool has 13 questions, with answers rated on a 5-point scale ranging from never (scored as 1) to 
always (scored as 5).  
Procedure 
Three weeks after the ethical review and proposal approval through the IRB process, the 
student investigator posted and tested the electronic survey tool link on each facility’s home 
intranet page.  An announcement of the web-based survey was introduced seven to ten days 
before making the survey link active.  The student investigator did in-person introductions of the 
survey to nursing leaders at department meetings and phone conferences, before the survey went 
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live, to recruit nurses.  The participants were recruited using a flyer that announced the 
questionnaire.  Flyers were posted on the nursing units, in locker rooms, and sent via email.  The 
student investigator also met with nursing directors to engage their support in encouraging staff 
participation in the survey.    
Informed consent was obtained from the participants, prior to data collection, at the start 
of the electronic web-based survey through an acknowledgement statement.  The survey took 
respondents approximately twenty minutes to complete.  
Upon initiation of the survey and weekly after that, an email was sent to all RN leaders at 
both facilities, as a reminder to participate in the web-based survey.  Email addresses were 
obtained from each hospital's human resources department.  The study was open for four weeks.  
The responses were collected anonymously in an electronic password protected file within 
Qualtrics.  This method allowed results to be received without any identifying personal 
information.  Qualtrics servers are protected with high-end firewall systems, which are encrypted 
with Transport Layer Security.  Qualtrics security is provided by ‘trusted data centers’ with all 
data stored in a physical location versus a ‘cloud’ environment (Qualtrics, 2016).  The exception 
to this if a participant elected to be in the raffle. Interested respondents chose to complete a 
second survey, separate from the original, where they provided their name, phone number, and 
the name of facility they were employed.  
Evaluation (Data Management and Data Analysis) 
Statistical tests were performed in SPSS (Version 24.0, Armonk, NY: IBM Corp.).  Data 
was coded, cleaned for outliers and the shapes of the distribution examined. Descriptive statistics 
were determined with frequencies, measures of central tendency (mean), and spread (standard 
deviation) of the hospital samples surveyed.  Second, inferential statistics, specifically 
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independent t-tests were used to ascertain group equivalence on the NATOOPS scores. The 
research question was answered by comparing NATOOPS scores between the nurses from the 
community hospital and the nurses from the Bariatric Center of Excellence using the 
independent t-test.  Differences and associations for all analyses conducted were considered 
statistically significant at a p-value of .05 or less. 
Human Subjects Protection 
 The Human Subjects Research protection application was submitted and approved for 
organizational IRB guidelines according to specialty of  the Medical Center’s institutional policy 
and by Drexel University for the community hospital.  The informed consent procedure was 
conducted prior to the start of the electronic survey using skip technology to assure the 
participants from each facility reviewed and signed the correct consent.  This survey was 
completely voluntary.  Participants could elect to withdraw from completing the survey at any 
point during the survey process.  The majority of the survey questions required participants to 
answer all questions.  
During survey collection, the participants IP addresses were not tracked, logged, or 
attached to the survey data to assure anonymity.  Confidentiality procedures for this project 
included all survey data being stored in a password protected secured environment behind 
firewalls.  Participant recruitment and participation was anonymous.  The respondents that 
elected to participate in the optional incentive raffle were directed to an additional URL link at 
the end of the survey.  Participants provided their name and contact information to be entered 
into the raffle. This survey possessed no direct threat, risk, or negative effect on pregnant 
women.  This survey only addressed personal perception or experiences of care to those with 
high BMI.  This survey causes no economic burden to the participants.  The results of this survey 
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offer no direct benefit to individuals participating; it could lend additional information to the 
current body of evidence to improve the delivery of care. 
Timeline 
 The survey collection spanned a 30-day period, followed by data analysis.  A timeline is 
outlined in Appendix G. 
Results 
Data were collected from 118 Registered Nurses.  Demographic characteristics of the 
sample are outlined in Table 3.  A sample response rate of 19% nurses was obtained from both 
hospitals. The primary work area of nurse respondents for both facilities was medical-surgical 
(11.9%, n=14; and 9.4%, n=11) respectively. Of the total respondents, 60% (n=70) reported 
never having attended an educational session on bariatric care. In both facilities, almost one half 
of the nurses sampled from each group (n = 28 from each organization) reported caring for at 
least, one, and up to three high BMI patients daily. 
Before proceeding with independent sample t-tests, the homogeneity of variance 
assumption was checked and deemed adequate. Utilizing an independent samples t-test there was 
no mean difference in negative attitudes toward high BMI patients as measured by NATOOPS 
total scores, Factor 1, 2, or 4 (see Table 4 for means, t-score and p-values). There were 
differences between hospital means on Factor 3, t (115)= - 2.22, p =. 028, as shown in Table 4.   
The Bariatric Center of Excellence demonstrated less negative attitudes regarding the 
controllable factors of obesity than the community hospital.  This result demonstrated partial 
support for the study hypothesis.  The mean difference, on Factor 3, between the hospitals was 
statistically significant, showing slight less negativity toward higher weight patients among 
nurses from the Bariatric Center of Excellence. However, the Bariatric Center of Excellence 
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showed a slightly higher degree of negativity toward the supportive roles in caring for higher 
BMI patients (Factor 5) than the community hospital (t = 1.52, p =.131), as shown in Table 4. 
 Table 5 shows the means and correlations of NATOOPS, WBIS, SSI, and BAS for the data 
of this sample population.  There were no significant correlations between nurses’ attitudes 
toward higher weight patients and internalized weight stigma, experienced weight stima, and 
their own body appreciation. 
Discussion 
The aim of this study was to determine if attitudes toward higher weight patients among 
nurses in the Bariatric Center of Excellence were less stereotypic and negative than attitudes 
among those in a community hospital. The results of the survey demonstrated partial support for 
the study hypothesis. 
There were no correlations among the tools utilized. However, there was a significant 
difference in the mean scores on Factor 3 on the NATOOPS tool. Nurses from the Bariatric 
Center of Excellence were less negative about controllable factors of obesity than nurses from 
the community hospital.  However, there is a noted trend based on the sample t-test that indicates 
that the nurses at the Bariatric Center of Excellence have more negative attitudes toward the 
supportive roles in caring for the high BMI patients (refer to Table 4, Factor 5).  This data 
appears relevant when considering the role a nurse in a Bariatric Center of Excellence serves in 
caring for this high BMI population.  This increase in negative attitude could be a result of the 
stress placed on the nurses, due to the prescribed treatment plan required for pre and post-
surgical bariatric patients. The population of this study was largely middle aged (43.5 years), 
Bachelors’ prepared nurses (57.6%), with an average of 20 years of clinical experience, in the 
profession. There were very few respondents who actually worked on the specialty unit 
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(Bariatric, n=2).  As a result, this study’s findings are the same across  all areas of nursing versus 
those with a specialty focus on the care of bariatric.  A large majority of the sample population 
reported caring for patients with high BMI on a daily basis. Based on this small sample 
population, this raises a question: is this becoming a new clinical norm for nurses to be 
accountable to provide care to multiple patients with high BMI, on a daily basis? This may be 
significant considering that on the average inpatient unit the nurse:patient ratio, is generally 4:1 
up to 6:1 on a non-critical care unit.  Based on the reported frequency of nurses caring for high 
BMI patients, the results indicate that greater than 40% of the time nurses are caring for one or 
more patient with high BMI.  This is concerning if nurses are having more face time with 
patients with higher BMI and they have negative attitudes toward the high BMI population and 
the care they provide.   
Although this study demonstrated globally that there was little difference between the 
two populations of nurses surveyed, there were differences noted on specific NATOOPS factors.  
It was expected that nurses who worked in an environment that focused on the care of bariatric 
care would report less negative and stereotypic toward high BMI patients and be more sensitive 
than nurses who had not worked at a Bariatric Center of Excellence.  The results of this survey 
indicated that exposure to the bariatric environment decreased negative attitudes on the factor 
related to controllability of obesity (Table 4, Factor 3).  At least for this factor, participating in 
bariatric education or sensitivity training does instill a lower level of negativity toward this ‘at 
risk’ population.  However, that trend was not consistent across all the factors within the 
NATOOPS scoring. 
The concern that is raised from this, is does education or environmental influence really 
have a long-term effect of changing an individuals’ behavior or their bias? This researcher 
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believes additional tactics need to be utilized to raise self-awareness in health care providers, 
before education can have any long term effect. 
If nurses are approaching the bedside with a weight bias associated with their responses 
to high BMI patients, the characteristics of high BMI or stereotypic characteristics of high BMI 
patients, then the care being delivered or not delivered, is at risk for being sub-standard due to 
the degree of prejudice.  Weight bias posed by nurses, or any healthcare provider, presents risks 
to the same patients we have sworn to care for and ‘do no harm’.  Puhl et al., (2014) and Puhl 
and Brownell (2006) proposed when weight-based bias is present during active clinical care it 
can have detrimental results toward the overweight patient.  The unintended consequences of 
causing mental and emotional distress to a patient who personalizes this stigma which then 
causes the bias to internalize creates a reaction that leads to avoidance of healthcare services, 
placing this vulnerable population further at risk for poorer outcomes (Amy, et al., 2006; Brown, 
2006; Puhl & Brownell, 2006).  This internalized effect of stigma, most likely goes unnoticed by 
the health care provider community, primarily because they (nurses and doctors) may not be self-
aware enough to know they are inflicting harm.  Rudolph (2008) proposed that discrimination 
toward health concerns such as those who are overweight and obese people is as common as 
racial discrimination. 
Strengths and Limitations 
 There are several limitations of this study.  At the community hospital, the investigator 
was the Chief Nursing Officer, creating the perceived risk of coercion bias for the nurses.  The 
use of a convenience sample limits the generalizability of study findings. A drawback to this 
study is that some participants did not complete the full survey tool due to completing the survey 
while working a clinical shift, and as a result, all measures could not be examined and correlated.  
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Another limitation of the study was that only two nurses from the bariatric unit at the 
Bariatric Center of Excellence responded to the survey. With that said, based on the results, it is 
evident that all nurses, no matter their assigned unit of work, are exposed regularly to the higher 
weight patients. Perhaps if there had been a larger number of bariatric trained and educated 
nurses, the findings may have been different.  
One final limitation was requiring the nurses to complete the survey during the course of 
their work day. Answering these questions required the respondent to drop their personal guard 
and answer questions of a sensitive nature, about their own experience with stigmatizing events 
and self-reflection related to their body appearance. The work environment may have posed a 
barrier by being a difficult location for the respondents to feel safe in providing honest self-
reflective environment to answer honestly. 
Nurses generally understand that they are to act in a compassionate manner toward all 
patients regardless of their clinical condition, a patient, or family’s knowledge level, their 
financial means, or their physical condition. As a result, it is unclear from this survey data to 
determine the effect of social response of bias as it related to explicit versus implicit bias.  In 
light of the lack of implicit bias measurement in this survey, the mean Factor scores trended 
toward a level of negative attitudes toward patients with high BMI (see Table 4). The higher the 
score (greater than 5) the more negative the attitude (Watson, et. al., 2008). Additionally, the 
need to measure implicit bias is further supported in a verbal exchange this researcher had with 
one of the nurses who had taken survey from the community hospital. The nurse stated, “You 
made me uncomfortable in taking that survey”.  I sought clarification, “Did I make you 
uncomfortable or did the questions make you uncomfortable”. The nurse responded, “The 
questions made me uncomfortable, they made me think about my answers and how I have 
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interacted with people”. I requested further clarification, “Did you answer the questions 
honestly?” The nurse proceeded to give a non-verbal response through an embarrassed sheepish 
grin and a physical shrugging of her shoulders. That was an indication that this nurse may have 
been unable or unwilling to express honest answers throughout the survey. This exchange is just 
one example for the need to measure implicit bias when exploring attitudes toward those with 
high BMI. 
A strength of the study was having the availability of two different nursing populations, 
one with marketed specialized training in the care of those with high weights, and one without 
any specialized training.  Another strength was purposeful recruitment of RNs in both 
community hospitals to engage their participation. 
Clinical Implications and Summary 
Fortunately, the literature is becoming more populated with studies and empirical reviews 
addressing provider attitudes toward obesity, the impact on the patient, and tactics to improve 
attitudes toward obesity. The literature reflects numerous articles that indicate bias exists within 
the health care community by individuals who are sworn to protect and not to harm the patients 
in their care. Now that the issue of bias in healthcare has been clearly identified, the next urgent 
issue is to develop evidenced-based tactics. Nurses and other healthcare providers need to learn 
strategies to impact change.  It is the belief of this author that along with educational tactics 
nurses and other healthcare providers need to learn about their own level of bias, both implicit 
and explicit bias toward obesity and the care of the patient with the high BMI.  In order for 
education to be of value, clinicians need to know they potentially are part of the problem.  
Clinicians need to participate in education to enlighten them on how they perceive this ‘at risk’ 
population.  All too often, many people do not believe they are part of the problem until the 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
30	
evidence is placed in front of them that they possess either implicit or explicit bias.  Until 
clinicians recognize that they possess bias or stigma, this author believes education will be of 
little value.  This concept is supported in a study by Teixeira and Budd (2010) that indicated 
providers need a level of self-awareness to understand their impact on the patients they care for 
in clinical practice. 
Future field research should include multiple elements; 1) repeat this same survey, on 
similar specialty and non-specialty nurses in a different region of the country to determine if the 
results are similar 2) add to the survey an implicit bias tool to eliminate the risk of social 
response bias 3) include questions that address nurses’ ease of access to the specialized 
equipment to accommodate the care needs of this higher weight population.  
Another future study could include conducting an evidenced-based educational intervention 
focused on addressing reducing bias among nurses utilizing this same study population.  To 
measure the effect of the educational intervention, conduct a pre and post survey. It is critical we 
change the educational dialogue for future nurses, through the use of evidenced based 
educational interventions.  Nursing educators need to assist students to safely explore their own 
implicit and explicit bias toward high BMI and the care of the high BMI while empowering 
current nurses and future nurses to develop healthy tactics that allow them to provide care at the 
bedside that is prejudice and stigma free.  
 
 
 
 
 
 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
31	
References 
Abu-Odeh, D. (2014).  Fat stigma and public health: A theoretical framework and ethical  
analysis.  Kennedy Institute of Ethics Journal, 24(3), 247-265. 
doi:10.1353/ken.2014.0024 
Amy, N.K., Aalborg, A., Lyons, P., & Keranen, L. (2006). Barriers to routine  
gynecological cancer screening for White and African-American obese women. 
International Journal of Obesity, 30, 147-155. doi:10. 1038/sj.ijo.0803105 
Bagley, C., Conklin, D., Isherwood, R., Pechiulis, D., & Watson, L. (1989). Attitudes Of  
Nurses Toward Obesity and Obese Patients. Perceptual and Motor Skills, 68(3), 954-954. 
Doi:10.2466/Pms.1989.68.3.954 
Barnes, E. R., Theeke, L. A., & Mallow, J. (2015). Impact of the provider and healthcare team  
adherence to treatment guidelines (PHAT-G) intervention on adherence to national 
obesity clinical practice guidelines in a primary care center. Journal of Evaluation in 
Clinical Practice, 21(2), 300-306. doi:10.1111/jep.12308 
Blackett, A., Gallagher, S., Dugan, S., Gates, J. L., Henn, T., Kennedy-Evans, K. L., & Lutze, J.  
H. (2011). Caring for persons with bariatric health care issues: A primer for the WOC 
nurse. Journal of Wound, Ostomy, and Continence Nursing : Official Publication of the 
Wound, Ostomy and Continence Nurses Society / WOCN, 38(2), 133-138. 
doi:10.1097/WON.0b013e31820ad0e1 
Brown, I. (2006), Nurses’ attitudes towards adult patients who are obese: literature review.  
Journal of Advanced Nursing, 53: 221–232. doi:10.1111/j.1365-2648.2006.03718.x 
Bruckert, C., & Hannem, S. (2012). Stigma revisited: Implications of the mark.  
Ottawa: University of Ottawa Press. 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
32	
Budd, G. M., Mariotti, M., Graff, D., & Falkenstein, K. (2011). Health care professionals'  
attitudes about obesity: An integrative review. Applied Nursing Research, 24(3), 127-
137. doi:10.1016/j.apnr.2009.05.001 
Centers for Disease Control and Prevention. (2015).  Health, United States, 2015, Special  
Features on Racial and Health Disparities. Retrieved from 
https://www.cdc.gov/nchs/data/hus/hus15.pdf#053 
Chisholm, A., Hart, J., Lan, V., & Peters, S. (2012). Current challenges of behavior  
change talk for medical professionals and trainees. Patient Education and Counseling, 
87, 389-394. dio: 10. 1016/j.pec.2011.12.001 
Crandall, C. S. (1994). Prejudice against fat people: Ideology and self-interest. Journal of  
Personality and Social Psychology, 66(5), 882-894. doi:10.1037/0022-3514.66.5.882 
Crandall, C., & Biernat, M. (1990). The ideology of anti-fat attitudes. Journal of Applied  
Social Psychology, 20(Feb 90, part 2), 227-243. 
Crandall, C. S., D'Anello, S., Sakalli, N., Lazarus, E., Nejtardt, G. W., & Feather, N. T.  
(2001). An attribution-value model of prejudice: Anti-fat attitudes in six nations. 
Personality and Social Psychology Bulletin, 27(1), 30-37. 
doi:10.1177/0146167201271003 
Creel, E., & Tillman, K. (2011). Stigmatization of overweight patients by nurses. The Qualitative  
Report, 16(5), 1330-1351.  
Crocker, J., Cornwell, B., & Major, B. (1993). The stigma of overweight: Affective  
consequences of attributional ambiguity. Journal of Personality and Social Psychology, 
64(1), 60-70. doi:10.1037/0022-3514.64.1.60 
Culbertson, M. J., & Smolen, D. M. (1999). Attitudes of RN students toward obese adult  
 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
33	
patients. The Journal of Nursing Education, 38(2), 84. 
 
Dovidio, J., Gaertner, S., Kawakami, K., & Hodson, G. (2002). Why can’t we just get  
along? Interpersonal biases and interracial distrust. Cultural Diversity and Ethnic 
Minority Psychology, 8(2), 88-102. 
Drury, C.A. & Louis, M. (2002). Exploring the association between body weight, stigma of  
obesity, and health care avoidance. Journal of the American Academy of Nurse 
Practitioners, 14(12), 554. 
Durso, L. E., & Latner, J. D. (2008). Understanding self-directed stigma: Development of the  
weight bias internalization scale. Obesity, 16(S2), S80-S86. doi:10.1038/oby.2008.448 
Eagly, A. H., & Chaiken, S. (2007). The advantages of an inclusive definition of attitude. Social  
Cognition, 25(5), 582-602. doi:10.1521/soco.2007.25.5.582 
Falker, A. J., & Sledge, J. A. (2011). Utilizing a bariatric sensitivity educational module  
to decrease bariatric stigmatization by healthcare professionals. Bariatric Nursing and 
Surgical Patient Care, 6(2), 73-78. dio: 10. 1089/bar.2011.9974 
Foster, G. D., Wadden, T. A., Makris, A. P., Davidson, D., Sanderson, R. S., Allison, D.  
B., & Kessler, A. (2003). Primary care physicians' attitudes about obesity and its 
treatment. Obesity Research, 11(10), 1168-1177. doi:10.1038/oby.2003.161 
Galewitz, P. (2014). Seniors obesity-counseling benefit goes largely unused. Kaiser Health New.  
Retrieved from http://www.medpagetoday.com/PublicHealthPolicy/Medicare/48753 
Grant, S. L., Mizzi, T., & Anglim, J. (2016). ‘Fat, four-eyed and female’ 30 years later: A  
replication of Harris, Harris, and Bochner's (1982) early study of obesity stereotypes: 
Obesity stereotypes. Australian Journal of Psychology, doi:10.1111/ajpy.12107 
Gujral, H., Tea, C., & Sheridan, M. (2011). Evaluation of nurses’ attitudes toward adult  
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
34	
patients of size. Surgery for Obesity and Related Diseases, 7, 536-540. dio: 10. 
1016/j.soard.2011.03.008 
Han, S. S., Han, J.W., & Lee, J. M. (2014). Development of an instrument for assessment  
of Korean nurses’ attitudes toward obese patients. Japan Journal of Nursing Science. dio: 
10. 1111/jjns.12064 
Harris, M. B., Harris, R. J., & Bochner, S. (1982). Fat, four-eyed, and female: Stereotypes of  
obesity, glasses and gender. Journal of Applied Social Psychology, 12, 503–516. 
doi:10.1111/j.1559-816.1982.tb00882.x 
Health, T. A. (2010). F as in fat: How obesity threatens america's future 2010.  
Lakdawalla, D. N., Goldman, D. P., & Shang, B. (2005). The health and cost consequences of  
obesity among the future elderly. Health Affairs (Project Hope), 24 Suppl 2, W5R30. 
doi:10.1377/hlthaff.w5.r30 
Maroney, D., & Golub, S. (1992). Nurses' attitudes toward obese persons and certain ethnic  
groups. Perceptual and Motor Skills, 75(2), 387. 
Merrill, E., & Grassley, J. (2008). Women's stories of their experiences as overweight patients.  
Journal of Advanced Nursing, 64(2), 139. doi:10.1111/j.1365-2648.2008.04794.x 
Pearl, R., & Puhl, R. (2014). Measuring internalized weight attitudes across body  
weight categories: Validation of the modified weight bias internalization scale. Body 
Image, 11(1), 89-92. doi:10.1016/j.bodyim.2013.09.005 
Petrich, B. E. A. (2000). Medical and nursing student's perceptions of obesity. Journal of  
Addictions Nursing, 12(1), 3-16. doi:10.3109/10884600009040632 
Phelan, S. M., Burgess, D. J., Yeazel, M. W., Hellerstedt, W. L., Griffin, J. M., & Ryn, M.  
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
35	
(2015). Impact of weight bias and stigma on quality of care and outcomes for patients 
with obesity. Obesity Reviews, 16(4), 319-326. doi:10.1111/obr.12266 
Poon, M., & Tarrant, M. (2009). Obesity: attitudes of undergraduate student nurses and  
registered nurses. Journal of Clinical Nursing, 18, 2355-2365. 
Puhl, R. M., & Brownell, K. D. (2006). Confronting and coping with weight stigma: An  
investigation of overweight and obese adults. Obesity, 14(10), 1802-1815. 
doi:10.1038/oby.2006.208 
Puhl, R., & Latner, J. (2008). Weight bias: New science on an significant social problem.  
 
introduction. Obesity (Silver Spring, Md.), 16 Suppl 2, S1. 
Puhl, R. M., Himmelstein, M. S., Gorin, A. A., & Suh, Y. J. (2017). Missing the target: Including  
perspectives of women with overweight and obesity to inform stigma-reduction 
strategies: Missing the target's perspective. Obesity Science & Practice, 
doi:10.1002/osp4.101 
Puhl, R. M., Luedicke, J., & Grilo, C. M. (2014). Obesity bias in training: Attitudes, beliefs, and  
observations among advanced trainees in professional health disciplines. Obesity, 22(4), 
1008-1015. doi:10.1002/oby.20637 
Puhl, R. M., Schwartz, M. B., & Brownell, K. D. (2005). Impact of perceived consensus on  
 
stereotypes about obese people: A new approach for reducing bias. Health Psychology,  
 
24(5), 517-525. doi:10.1037/0278-6133.24.5.517 
Qualtrics. (2016). Security statement. Retrieved from https://www.qualtrics.com/support/survey- 
platform/survey-module/survey-options/survey-protection/ 
Robert Wood Johnson Foundation. (2010).  F as in fat: how obesity threatens america’s future,  
2010. Retrieved from 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
36	
http://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf62003 
Robert Wood Johnson Foundation. (2016). The state of obesity: Better policies for a healthier  
america 2016. Retrieved from http://healthyamericans.org/assets/files/TFAH-2016-
ObesityReport-Fnl.pdf 
Rudolph, C. (2008). Body weight: A “heavy” influence on career success. Society for 
Industrial and Organizational Psychology. Retrieved from, 
http://www.siop.org/Media/News/Weight_Bias.aspx 
Sabol, V. K., Hammersla, M., & Idzik, S. R. (2012). Incorporating obesity education into adult  
primary and acute care nurse practitioner programs. Bariatric Nursing and Surgical 
Patient Care, 7(2), 62-69. doi:10.1089/bar.2012.9979 
Sakalli, N. (2002). Application of the attribution-value model of prejudice to  
homosexuality. The Journal of Social Psychology, 142(2), 264-271. 
doi:10.1080/00224540209603899 
Swami, V., Salem, N., Furnham, A., & Tovée, M. J. (2008). Initial examination of the  
validity and reliability of the female photographic figure rating scale for body image 
assessment. Personality and Individual Differences, 44(8), 1752-1761. 
doi:10.1016/j.paid.2008.02.002 
Teachman, B., & Brownell, K. (2001). Implicit anti-fat bias among health  
professionals: Is anyone immune? International Journal of Obesity, 25(10), 1525-1531. 
doi:10.1038/sj.ijo.0801745 
Teixeira, M. E., & Budd, G. M. (2010). Obesity stigma: A newly recognized barrier to  
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
37	
comprehensive and effective type 2 diabetes management: Obesity stigma. Journal of the 
American Academy of Nurse Practitioners, 22(10), 527-533. doi:10.1111/j.1745-
7599.2010.00551.x 
Thompson, M. A., & Gray, J. J. (1995). Development and validation of a new body-image  
assessment scale. Journal of Personality Assessment, 64(2), 258-269. 
doi:10.1207/s15327752jpa6402_6 
United States Census Bureau. (2015). Quick facts. Retrieved from  
http://www.census.gov/quickfacts/table/PST045213/1706704/embed/accessible 
Vartanian, L. R. (2015). Development and validation of a brief version of the  
stigmatizing situations inventory. Obesity Science & Practice, 1(2), 119-125. 
doi:10.1002/osp4.11 
Vartanian, L.R.  (2010). Disgust and perceived control in attitudes toward obese people.  
International Journal of Obesity, 34(8), 1302-1307. 
Watson, L., Oberle, K., & Deutscher, D. (2008). Development and psychometric testing  
of the nurses' attitudes toward obesity and obese patients (NATOOPS) scale. Research in 
Nursing & Health, 31(6), 586-593. doi:10.1002/nur.20292 
Wee, C. C., McCarthy, E. P., Davis, R. B., & Phillips, R. S. (2000). Screening for cervical and  
breast cancer: Is obesity an unrecognized barrier to preventive care? Annals of Internal 
Medicine, 132(9), 697. 
Zuzelo, P. R. & Seminara, P. (2006). Influence of Registered Nurses attitudes toward bariatric 
patients on educational programming effectiveness. The Journal of Continuing Education 
in Nursing, 37(2), 65-73. 
NURSES’ ATTITUDES TOWARD PATIENTS WITH HIGH BMI	
	 	 	
38	
Table 1 Obesity Rate Nationally 
 
Robert Wood Johnson Foundation, (2016) 
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Table 2 Census Statistics 
 
 
 
United States Bureau of Statistics 
 
Table 2 		 		 		
	United	States	Census	Characteristics	of	Study		 	 	 		
		 Specialty	hospital	 Non-specialty	hospital		 		
Characteristic	by	Region	 n	(%)	 n	(%)	 		
Residents	 23,652	 88,475	 		
Male	 49%	 51%	 		
Female	 51%	 49%	 		
Education	 	 	 		
High	School	Diploma	 77.70%	 70.60%	 		
Race/Ethnicity	 	 	 		
African	American/Black	Non-Hispanic	 31%	 19%	 		
Hispanic	 47%	 51%	 		
White	Non-Hispanic	 41%	 46%	 		
Economic	 	 	 		
At	poverty	level	 21.00%	 20.30%	 		
Without	insurance	<	than	65	years’	old	 22.30%	 24.20%	 		
 United Census Bureau, 2015 
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Table 3 Demographic Table 
 
Baseline Characteristics of the Study Sample       
 Bariatric Center of Excellence  
Community 
Hospital   
Characteristics of Hospital n (%) n (%)   
Gender       
     Female 50 (42%) 54 (45.7 %)   
     Male 7 (6%) 6 (5%)   
Age     
     Mean Age, y (SD)    45.01 (14.89) 42.40 (13.42)   
Experience      
     Mean Years as Registered Nurse, y (SD)          23.49 (16.80)      19.53 (15.99)   
Education       
     Diploma in Nursing 4 (7.02) 1 (1.67)   
     Associate in Nursing 8 (14.4) 21 (35)   
     Bachelor’s in Nursing 36 (63.16) 32 (53.33)   
     Master's in Nursing 7 (12.28) 4 (6.67)   
     Degrees other than Nursing 2 (3.51) 2 (3.33)   
Race/Ethnicity     
African American/Black Non-Hispanic 0 (0) 14 (23.33)   
Asian/Pacific Island 18 (31.58) 3 (5)   
Hispanic 2 (3.51) 4 (6.67)   
Other  2 (3.51) 3 (5)   
White Non-Hispanic 35 (61.40) 36 (60)   
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Table 4  NATOOPS Means by Hospital Type 
Bariatric Center of Excellence versus Community Hospital 
Table 4         
NATOOPS Mean Scores by Hospital Type and 
Independent Samples t-tests     
  
Bariatric 
Center of 
Excellence  
Community  
Hospital     
Subscales M (SD) M (SD)       t  (df)            p-value 
Factor 1:  Response to obese 
patients    2.76 (1.39) 2.92 (1.53) -0.60(115)          .549 
       
Factor 2: Characteristics of obese 
individuals  5.57 (1.55) 5.68 (1.66) -0.36(115)          .718 
       
Factor 3: Controllable factors 
contributing to obesity  5.57  (1.23) 6.22  (1.45) -2.22(115)          .028 
       
Factor 4: Stereotypic characteristics 
of the obese 
2.13 (1.99) 2.53 (2.03) -1.08 (115)         .283 
       
Factor 5: Supportive roles in caring 
for obese patients 
4.64 (1.99) 4.06 (2.10) 1.52 (115)          .131 
                
 Total NATOOPS Scores   4.12 (1.13)       4.28 (1.21)  - 0.80(115)        .427 
Higher scores reflect more negative attitudes 
 
 
 
 
 
 
 
Running	head:	NURSES’	ATTITUDES	TOWARD	PATIENTS	WITH	HIGH	BMI	
 
Table 5 Correlations 
 
Variable   1 2 3 
 Mean (SD)    
1. NATOOPS 4.17 (1.14) --   
2. WBIS 2.75 (1.10) 0.08 --  
3. SSI 0.629 (0.896) - 0.079 0.461** -- 
4. BAS 3.87 (0.685) 0.002 - 0.588** - 0.323** 
**p <  .01  
NATOOPS = Nurses Attitudes Toward Obesity and Obese Patient Scale, WBIS = Weight Bias Internalization Scale-Modified,                          
SSI = Stigmatizing Situations Inventory, BAS = Body Appreciation Scale
Running	head:	NURSES’	ATTITUDES	TOWARD	PATIENTS	WITH	HIGH	BMI	
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Amy et al. 
(2006) 
To investigate 
the factors that 
contribute to 
lower rates of 
gynecological 
cancer screening 
as related to 
women’s body 
size 
 
Theoretical 
Framework: 
None Indicated 
Convenient 
sample of 25 
physicians, 88 
physician 
assistants or 
nurse 
practitioners, 
11 nurse 
midwives, and 
5 other nursing 
professionals 
(n=129) 
Survey 
comparing 
different 
health care 
providers 
(HCP) 
responses, 
focus groups, 
and attitude 
survey of 
overweight 
and obese 
women 
patients. 
 
Inclusion/ 
Exclusion 
Criteria: None 
Indicated 
HCP surveyed 
regarding their 
education, 
practices and 
attitudes about 
providing care 
and 
gynecological 
cancer screening 
test to obese 
women. 
 
Psychometric 
measures: None 
Indicated 
 
Independent or 
dependent 
variables: None 
indicated 
None 
Indicated 
Physician 
responses were 
not different 
from the nurse 
practitioners or 
other providers. 
Fifty percent 
(50%) of 
participants had 
no specific 
education in the 
medical 
management of 
the obese 
patients; 71% 
responses would 
never advise 
patient to lose 
weight, 67% 
stated they 
would focus on 
health 
improvement not 
weight loss and 
91% would 
recommend 
physical activity. 
Limitations: 
Unknown 
generality of the 
study since it did 
not yield a 
population-based 
estimate of the 
population. 
 
Conclusion: 
Providers need 
more resources to 
improve their 
clinical skills and 
quality of 
delivering care for 
large women. 
L 
E 
V 
E 
L 
  
IV 
Chisholm 
et al. 
(2012) 
Examine the 
effectiveness of 
two 
interventions to 
reduce obesity 
stigma: 
cognitive 
dissonance and 
social 
consensus. 
 
Theoretical 
Framework: not 
indicated 
Purposive 
sampling 
(n=29) medical 
professionals 
and trainees 
from large 
urban setting in 
the UK, 
primary and 
secondary care 
settings 
 
 
Descriptive 
Qualitative, 
non 
experimental 
semi-
structured 
interviews 
 
Inclusion and 
Exclusion 
Criteria: Not 
indicated 
Outcome 
concepts were to 
identify why 
medical 
professionals are 
unconfident in 
facilitating 
behavior 
changes using 
Grounded 
Theory 
 
 
 
 
Psychometric 
Measure: none 
 
Constant 
comparati
ve 
approach 
allowing 
emergent 
ideas to be 
tested in 
subsequen
t 
interviews 
until 
thematic 
saturation 
was 
reached 
Survey identified 
3 emergent 
themes why 
doctors do not 
address 
behaviors: 
1. Personal  
Challenges with 
two subsets 
categories 
2. Somebody 
else’s 
responsibility 
with two subset 
categories 
Limitation: 
Recruitment of 
participants from 
one geographical 
area. 
 
Conclusions: 
Medical 
professionals and 
trainees encounter 
common and 
interlinked barriers 
to discussing health 
behavior change 
with patients’ that 
L 
E 
V 
E 
L 
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Dependent and 
Independent 
Variable: Not 
indicated 
3. Prioritizing 
the doctor patient 
relationship with 
3 subset 
categories 
permeate across the 
health care setting. 
Ciao and 
Latner 
(2011) 
Examine the 
effectiveness of 
two 
interventions to 
reduce obesity 
stigma: 
cognitive 
dissonance and 
social 
consensus. 
 
Theoretical 
Framework: not 
indicated 
Hawaiian 
under-graduate 
college 
students N=64, 
78% women, 
mean age = 
21.2, mean 
BMI=23.1 
kg/m2 of 
diverse 
ethnicities 
Random 
Controlled 
Study, using 2 
visit event at 
a 1-week 
interval 
 
Inclusion  
and Exclusion 
criteria: not 
indicated 
Cognitive 
dissonance 
postulates 
inconsistencies 
among people’s 
beliefs can be 
challenged and 
evoke a change 
in attitude or 
behavior. 
Instruments 
used Obesity 
stigma assessed 
with the Anti-fat 
Attitude Test 
(AFAT) (5 point 
Likert scale), 
Portrait Values 
Questionnaire 
(scale measured 
from “very 
much like me” 
to “not at all”) 
and  
Marlowe-
Crowne Social 
Desirability 
(true/false self-
report) 
 
Independent 
Variable: 
cognitive 
dissonance and 
social consensus 
Dependent 
Variable: 
obesity stigma 
 
 
 
Interventi
on 
targeted at 
reducing 
obesity 
stigma by 
targeting 
the origin 
of that 
stigma. 
Effectiven
ess of two 
interventi
ons to 
reduce 
obesity 
stigma: 
cognitive 
dissonanc
e (n=21), 
social 
consensus 
(n=22) 
and 
control 
group 
(n=21). 
Significant 
difference in 
Physical/Romant
ic 
Unattractiveness 
results (F (2,59) 
=4.43, P<0.05). 
No significant 
differences were 
found between 
social consensus 
and controls via 
AFAT (F (2,59) 
=2.82, n.s.), 
Social/Character 
(F (2,59) =2.27, 
n.s.) or weight 
control blame. 
Limitations: Study 
participant’s age 
and ethnic diversity 
may limit the 
generalizability of 
study. The outcome 
measure used were 
self-report 
questionnaires that 
these reflect only 
attitude change not 
an actual behavior 
change. 
 
Conclusion: 
Significant 
difference in 
Physical/Romantic 
Unattractiveness 
result suggests 
cognitive 
dissonance 
intervention might 
be a successful way 
to reduce obesity 
stigma 
L 
E 
V 
E 
L 
  
III 
Culbertso
n & 
Smolen 
(1999) 
To determine 
the attitudes of 
RN students 
toward 
management 
lifestyle of 
obese patient 
and are their 
demographic 
variables 
Convenient 
sample of 73 
nurses, 33 RN 
to BSN and 40 
masters level 
nurses, all 
enrolled in 
school of 
nursing in a 
large mid-
western school 
Descriptive, 
correlational 
study, non-
experimental  
 
Inclusion/Exc
lusion 
criteria: None 
indicated 
Two 
questionnaires 1 
was researcher 
designed with 
consisting of 9 
items and 2nd 
was the Nurses 
Attitudes 
Toward Obese 
Patients 
 
Psychometric 
measure: 
Likert scale 
 
None 
Indicated 
Personality and 
Lifestyle results: 
More than half 
of the students 
felt obese 
patients have 
poor food 
selection (70%), 
can lose weight 
if they change 
eating habits 
(50%), lack self-
confidence 
(54%).  
Limitations: 
Recruitment of 
sample from one 
geographic area. 
 
Conclusion: Need 
for nurse educators 
to assess their 
curricula to 
determine whether 
lifestyle and 
personalities and 
management of 
care of obese adults 
L 
E 
V 
E 
L 
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Independent 
Variable & 
Dependent 
Variables: None 
Indicated  
 
 
73% disagree 
with statement 
obese people are 
lazy and 92% 
disagree that 
obese people are 
pushy and 
aggressive. 
 
Attitudes toward 
management of 
care: 
58% agree caring 
for obese adult 
was physically 
exhaustive, 
38.3% felt 
uncomfortable 
caring for obese 
patient, 28.8% 
would prefer not 
to care for obese. 
 
is presented in a 
positive manner. 
Falker & 
Sledge 
(2011) 
To explore the 
impact of an 
educational 
Bariatric-
Sensitivity 
Educational 
Module on 
healthcare 
professionals 
could education 
decrease 
stigmatization 
 
Theoretical 
Framework: Not 
indicated 
Large 
metropolitan 
hospital 
academic 
medical center, 
600 hospital 
members, from 
14 unit, 30 
respondents 
completed both 
a pre and 
posttest, 
participants 
included 
nurses, aids 
and unit 
secretaries  
 
Psychometric 
Measure: 4 
point Likert 
scale from 
Strongly Agree 
to Strongly 
Disagree 
 
Dependent and 
Independent 
Variable: Not 
indicated 
Quasi-
Experimental 
Pretest/post 
test 
 
Inclusion and 
Exclusion 
Criteria: Not 
indicated 
Survey designed 
using 4 point 
Likert scale to 
measure 
sensitivity with 
8 questions 
Impact 
Bariatric 
Sensitivit
y 
educatio
nal  
Bariatric 
Sensitivity 
Educational 
module had a 
positive effect in 
decreasing 
bariatric 
stigmatization 
through a written 
educational 
module. A basic 
version was then 
developed to 
become an 
annual training 
requirement. 
Limitation: 
Low response rate 
was a limitation to 
this study 
 
Conclusion: The 
Bariatric 
Sensitivity 
Education Module 
has a positive 
effect in decreasing 
bariatric 
stigmatization. 
L 
E 
V 
E 
L 
 
III 
Gujral et 
al. (2011) 
To determine 
whether 
bariatric 
sensitivity 
training could 
improve nursing 
266 nurses 
from 2 
suburban mid-
Atlantic 
hospitals with 
180 beds. 1 
Quasi-
Experimental 
On-line 
survey 
 
 
Hospital 1 
(intervention) 
Hospital 2 
(control) using 
Attitudes 
Toward Obese 
Effect of 
annual 
bariatric 
sensitivit
y training  
Mean ATOP 
score for hospital 
1 (intervention) 
was modestly 
greater then 
Limitations: 
participants 
volunteered to 
participate and 
participants actual 
L 
E 
V 
E 
L 
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attitudes and 
beliefs toward 
adult obese 
patients and 
whether nurses’ 
own body mass 
index (BMI) 
affect their 
attitude and 
belief scores 
 
Theoretical 
Framework: not 
indicated 
 
(n=145) 
hospital 
provided 
bariatric 
sensitivity 
training and 2nd 
(n-=121) 
hospital did not 
provide 
training 
Inclusion/ 
Exclusion 
Criteria: not 
indicated 
Persons scale 
(ATOP) 
(reliability scale 
ranged from  
α =.84 to α=.80), 
Beliefs About 
Obese Persons 
(BAOP) 
(reliability α 
=.65-.82) and 
demographic 
survey tools 
 
Psychometric 
measure: 5-point 
scale from never 
to always 
 
Independent 
Variable: 
Nursing 
attitudes and 
beliefs 
Dependent 
Variables: 
Bariatric 
sensitivity 
training 
 
hospital 2 
(control), the 
difference was 
statistically 
significantly 
(18.0 verses 
16.1, P=.03). 
However, no 
difference found 
between the 2 
hospitals for 
BAOP score. 
amount and type of 
contact with obese 
patients was not 
measure and 
therefore a 
confounding 
variable 
 
Conclusion: 
Annual bariatric 
sensitivity training 
might improve 
nursing attitudes 
toward obese 
patients but it does 
not improve 
nursing beliefs. 
 
III 
Hague 
and White 
(2005) 
To evaluate 
attitude change 
among student 
teachers and 
schoolteachers 
when exposed to 
web-based 
educational 
module 
promoting size 
acceptance 
 
Theoretical 
Framework: 
Elaboration 
Likelihood 
Model (ELM) 
 
285 Subjects 
were 
undergraduate 
and graduate 
students 
majoring in the 
field of 
education from 
5 campuses 
within the 
University of 
Maine system. 
Certified 
teachers, not in 
graduate 
program were 
recruited to 
enlarge sample 
size. 
Pretest, 
posttest, and 
6-week 
follow-up 
assessment 
with an 
educational 
intervention. 
Students 
randomly 
assigned to 
control group 
or 1 of 4 
treatment 
groups to 
evaluate the 
effects of the 
educational 
material. 
 
Inclusion/ 
Exclusion 
Criteria: not 
indicated 
Attitudes of 
obesity by the 
Anti-Fat 
Attitude Test 
and the effect of 
the presenter 
using a bipolar 
rating scale. 
 
 
Psychometric 
measure: One-
way repeated 
measure 
analysis of 
variance, 
analysis of 
covariance, and 
general post hoc 
analysis. 
 
Independent 
Variable: Effect 
of web-based 
educational 
module 
Dependent 
Variable: 
Attitude change 
of student 
teachers and 
school teachers 
 
Module 
content 
included 
factors 
related to 
obesity, 
implicati
ons of 
weight 
loss 
efforts, 
classroo
m 
activities, 
and bias-
free 
interventi
on 
techniqu
es. 
Negative 
attitudes 
decreased the 
treatment groups 
pretest to posttest 
(P<.001) and the 
pretest to follow-
up (P</= .006) 
Unlike the 
credible “nonfat” 
presenter, 
exposure to the 
credible “fat” 
presenter 
positively 
influenced 
attitude change 
(P=.031) 
Limitation:  
Unequal 
distribution of 
subjects’ males 
(15%) to females 
(85%) and varying 
amount of 
professional 
education among 
subjects. Lack of 
ethnic diversity and 
an uncertainty of 
the generalizability 
of findings. 
 
Conclusion: On-
line 
communication of 
size acceptance 
improved attitudes 
of obesity long 
term. This module 
demonstrates 
promise for teacher 
training in size 
sensitivity 
L 
E 
V 
E 
L 
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Han, et al. 
(2014) 
To verify the 
validity and 
reliability of an 
instrument and 
to identify 
nurses’ attitudes 
toward obese 
patients 
 
Theoretical 
Framework: 
Preliminary 
Conceptual  
Convenience 
sample of 
nurses in four 
hospitals in 
Seoul, Korea 
with 500+ beds 
Sample is 
323/350. 
 
Descriptive 
study  
 
 
Inclusion/ 
Exclusion 
Criteria: Not 
reported 
NATOOPS 
instrument 
Utilizing five 
attributes 
addressing 
cognitive, 
affective and 
behavioral 
components 
utilizing a scale 
developed a 74-
scaled items.  
 
 
Psychometric 
measure: 5point 
scale 
 
Independent/De
pendent 
Variable: Not 
reported 
11 
Questions 
focused 
on 
obesity, 
22 
stereotype
s of 
obesity 
questions, 
and 17 
questions 
response 
to obese 
patients in 
nursing 
care, 13 
questions 
on clinical 
obesity 
managem
ent 
practices 
and 11 
obesity 
managem
ent 
practices. 
The cognitive 
components 
associated with 
causes of obesity 
Cranach’s alpha 
coefficient for 
reliability was 
.71, average 
3.70. Affective 
average was 2.42 
with Cronbach’s 
alpha =0.89. 
Behavioral 
average was 3.51 
with a 
Cronbach’s 
alpha coefficient 
of .90 
Limitations were 
only focused on 
clinical nurses in 
Seoul in large 
hospital settings. 
 
Conclusion: The 
study instrument 
was validated. 
Showing nurses 
attitudes toward 
obese patients 
showed be 
measured to 
prevent 
substandard 
nursing care 
toward obese 
patients. 
L 
E 
V 
E 
L 
 
IV 
Hsiao. et 
al. (2005) 
Developed a 
teaching course 
on health 
promotion for 
nursing students 
in Taiwan to 
examine the 
effects of the 
course on 
changing 
personal 
behaviors 
 
Theoretical 
Framework: 
Orem Self Care 
and Pender 
Health 
Promotion 
Model 
65 randomly 
selected third 
year nursing 
student, all 
females, 
between 17-18 
years old. 
Quasi-
Experimental 
Pre/Post Test 
Pretest 
administered 
at start of 18-
week course, 
posttest at end 
of 18-week 
course. 
 
Inclusion/ 
Exclusion 
Criteria: not 
indicated 
30hr Lectures, 
written reports, 
demonstrations, 
reflective diary 
of behavior 
change 
 
Psychometric 
measure: 5-point 
scale from never 
to always 
 
Independent 
Variable:  
providing course 
on health 
promotion    
Dependent 
Variable: 
changing 
personal 
behaviors 
 
Lectures 
taught 
how to 
practice 
healthy 
lifestyle. 
Each 
student 
elected 
unhealth
y 
behavior 
and plan 
to 
attempt 
to change 
behavior 
Significant 
differences 
between pretest 
(129.1) and post-
test (139.7) 
questionnaires. 
87.7% students 
reported that 
they had 
achieved their 
goals once the 
period had 
ended. 
Limitation: 
Lack of a control 
group or a long 
term follow up. 
 
Conclusion: 
Authors 
recommend adding 
health promotion 
course to nursing 
educational 
program.  
L 
E 
V 
E 
L 
 
III 
Lewis et 
al. (2011) 
To analyze 
impact of stigma 
from the point 
of view of the 
obese individual 
themselves 
 
 
 
Theoretical 
Framework: 
Theoretical, 
purposive and 
strategic 
sampling of a 
diverse 
population of 
141obese 
Australian 
adults. 
Interviews 
conducted over 
Semi 
structured 
qualitative 
telephone 
interviews 
with 47 
questions in 6 
thematic 
areas, with 
obese people 
in Australia 
Data analyzed 
from larger 
qualitative study 
‘Obesity: Have 
Your Say’, three 
main aims to 
describe and 
classify stigma 
phenomena of 
daily living 
recounted by 
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Goffman’s 
conceptualizatio
n of stigma 
60-90 minutes 
digitally audio 
taped and 
transcribed. 
 
 
 
 
 
Inclusion/ 
Exclusion 
Criteria: not 
indicated 
participants, 
how they 
respond to 
stigma and how 
stigma 
influenced their 
lives 
 
 
 
 
 
Instruments and 
Psychometric 
measures 
used: None 
 
 
 
Independent 
/Dependent 
Variables: not 
indicated 
O’Brien, 
et l. 
(2010) 
Study employed 
both 
motivational and 
teaching 
strategies to 
determine the 
effect of 
training/informa
tion of 
controllable 
causes/ 
uncontrollable 
causes to reduce 
anti-fat 
prejudice. 
 
Theoretical 
Framework: 
None 
Health 
promotion/publ
ic health 
bachelor 
degree 
program 
students 
(n=159) were 
randomized to 
one of three 
tutorial 
conditions 
Experiment 
Randomized 
Trial 
 
 
 
Inclusion  
and Exclusion 
criteria: not 
indicated  
It was 
hypothesized 
that a traditional 
health 
curriculum 
emphasizing 
uncontrollable 
(genetics and 
environmental) 
and controllable 
(diet and 
physical 
exercise). 
 
Instruments and 
Psychometric 
measures 
used: 
Anti-Fat 
Attitudes 
Questionnaires 
using 3-point 
scale of 
“Dislike”, “Fear 
of Fat” and 
“Willpower”. 
The Willpower 
subscale used a 
10 point Likert 
Scale from 
“Very Strongly 
Disagree to 
“Very Strongly 
Agree” 
 
Belief about 
Obese People 
scale: (-3= I 
strongly 
Controlla
ble 
reason 
for 
obesity 
diet and 
exercise, 
prejudice 
reduction 
condition 
for 
uncontrol
lable 
reasons 
for 
obesity 
genes 
and 
environm
ent and 
neutral 
(control) 
alcohol 
and 
young 
people. 
Measures 
evaluated 
baseline 
and post 
interventi
on. 
BMI negativity 
associated with 
“motivated/lazy” 
implicit 
association 
scores (r (137) = 
- 0.25,   
P = 0.004) 
 
Explicit anti-fat 
Willpower 
scores (r (143) = 
- 0.19,   
P = 0.024) 
 
Age was 
negatively 
associated with 
baseline 
“good/bad” and 
implicit 
association test 
“motivated/lazy” 
scores  
(r (143) = - 0.25,   
P = 0.003) and  
(r (147) = - 0.20,   
P = 0.014) 
respectively. 
 
 
Limitations: 
Participants were 
to remain unaware 
of the study 
intention, there is 
no way to assure 
that the participates 
did not see through 
the guise. 
 
Conclusion: 
Educators should 
assure that 
information on 
genetic, social and 
environmental 
causes of obesity, 
and their 
interactions. 
L 
E 
V 
E 
L 
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disagree +3= I 
strongly 
disagree) 
Dieting Beliefs 
Scale used a 6-
point scale to 
indicate how 
descriptive the 
statement. 
 
Independent 
Variable:  
Effect of 
curriculum for 
controllable 
(diet/exercise) 
and 
uncontrollable  
(genes/environm
ent) reason for 
obesity 
Dependent 
Variable: Anti-
fat prejudice 
 
Poon and 
Tarrant 
(2009) 
Investigate 
student nurses’ 
and registered 
nurses’ attitudes 
toward obese 
persons and 
toward the 
management of 
obese patients 
 
Theoretical 
Framework: 
None 
Convenience 
sample, 
(n=352) 
undergraduate 
student nurses 
(n= 363) and 
registered 
nurses (n=154) 
from Hong 
Kong 
Descriptive 
non-
experimental  
cross-
sectional 
study 
 
Inclusion  
and Exclusion 
criteria: not 
indicated 
Questionnaire 
consisted of 
administering 
Fat Phobia Scale 
(5-point 
semantic 
differential 
scale), the 
Attitudes 
Toward Obese 
Adult Patients 
Scale (5 point 
Likert scale) and 
a demographic 
profile. 
 
Psychometric 
measure:  
Semantic 
Differential 
Scale and Likert 
Scale 
 
No Dependent 
or Independent 
variable 
No 
Intervent
ion 
Fat Phobia Scale 
(3.53 SD 0.47) 
indicated 
average levels of 
fat phobia. 
Attitudes 
Toward Obese 
Adult Patient 
scale (2.64 SD 
0.51) indicated 
neutral attitudes 
toward obese 
patients 
Registered 
Nurses hold 
more negative 
attitudes then 
student nurses. 
Limitation: Study 
completed at only 
one university-
nursing department 
in Hong Kong.  
Generalizability of 
finding to the 
larger population 
of undergraduate 
student nurses and 
registered nurses. 
Small proportion 
(12.2%) of 
overweight and 
obese persons in 
the sample and this 
may have affected 
the analysis of 
participate 
attitudes. 
 
Conclusion: 
Registered Nurses 
hold a more 
negative attitude 
toward obese 
persons is cause for 
concern and 
student and 
registered nurses 
are unlikely to 
attribute positive 
L 
E 
V 
E 
L 
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characteristics to 
obese individuals. 
Robinson 
et al. 
(2014) 
Compared the 
level of 
prejudice 
against obese 
individuals 
(obesity bias) 
among final-
year health and 
non-health 
students, and 
associated 
obesity 
education. 
 
Theoretical 
Framework: 
None Indicated 
 
Participants 
were final year 
and 
postgraduate in 
University in 
Australia, 479 
final year 
students (292 
health and 187 
non-health). 
Descriptive 
Cross-
sectional 
online survey 
 
 
Inclusion  
/ Exclusion 
criteria: not 
indicated 
Use of 
demographic 
survey and 
explicit bias was 
measured Anti-
Fat Attitudes 
Questionnaire. 
Implicit bias 
measured with 
Implicit 
Association Test 
(IAT). 
 
 
Psychometric 
measure:  5 
point Likert 
Scale was used 
for education 
survey from 
1=none and 
5=excellent. 
 
Anti-Fat was 
completed with 
subscale and a 9 
point Likert 
scale 
 
IAT was done 
using 
association 
classifications. 
 
Dependent 
Variable: 
Obesity bias 
Independent 
variable: obesity 
education 
No 
Interventi
ons 
Implicit Bias: No 
significant 
differences were 
found among 
health disciplines 
and between health 
and non-health 
students. Any 
score above zero 
denotes bias, the 
higher the number 
the higher level of 
bias, health 
students mean 
score 6.6 +/- 4.3, 
non health students 
mean score 5.7+/- 
3.7. 
 
Anti-Fat Attitudes, 
Explicit Bias: 
No significant 
differences 
between health and 
non-health 
students. 
 
Obesity Education: 
No association 
where found 
between any 
obesity bias 
measure and 
perceived 
education (P>.05) 
Limitations:  
The number of 
current students in 
each category was 
small and may be 
the reason no 
significant 
differences were 
found in some 
comparisons 
Study may have 
experienced 
sampling bias. 
 
Percentage 
response rates 
differed between 
health and non-
health. 
 
Limited 
demographic 
information was 
collected which 
limited analysis of 
covariates on 
obesity bias. 
 
Conclusion: 
Obesity exists in 
final year health 
students in 
Australia. Obesity 
bias is not different 
between the two 
groups. Self-
reported obesity 
education vary 
considerably and 
genetics related 
obesity education 
may be associated 
with reduced 
obesity bias. 
 
L 
E 
V 
E 
 L 
 
IV 
Swift et 
al. (2013) 
Determine the 
effects of 
education films 
to decrease 
weight stigma 
toward obese 
patient of 
healthcare 
trainees 
Convenience 
sample 19 
fourth year 
Masters of 
Nutrition and 
24 third year 
medical 
students from 
UK 
Pilot 
Randomized 
Control trial 
pre-post 
experimental 
design with a 
6 week follow 
up, with one 
intervention 
Pre-post 
experimental 
design with 
control group, 
utilizing anti-
stigma films 
intervention to 
assess efficacy 
of reducing bias. 
Intervent
ion: the 
use of 
films to 
improve 
bias 
effect 
Baseline 
demonstrated both 
implicit and 
explicit weight 
based bias attitude 
measures. As well 
as a strong belief 
that obesity is 
under a person’s 
Limitation: 
Low response rate 
and high level or 
attrition has 
important 
implications in 
terms of 
vulnerability. To 
L 
E 
V 
E 
L 
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Theoretical 
Framework: Not 
indicated 
 
Intervention 
group (n=22), 
control group 
(n=21) 
 
Inclusion/ 
Exclusion 
Criteria: Not 
reported 
 
Psychometric 
measures: Fat 
Phobia Scale 
with 5-point 
scale  
Beliefs about 
Obese Scale 
with a 6-point 
scale 
Anti-fat 
Attitudes 
Questionnaire 
willpower and 
10 point Likert 
scale 
Bad/Good and 
Lazy/Motivated 
Implicit 
Association Test 
 
Independent 
Variable: effect 
of educational 
films to reduce 
weight 
stigmatization 
Dependent 
Variable: weight 
based bias on 
trainee dietitians 
and doctors’ 
attitudes 
control. 
Intervention 
improved explicit 
attitudes and 
beliefs but not 
implicit anti-fat 
bias 
type II errors and 
selection bias. 
 
Conclusion: 
Study suggests it is 
possible to conduct 
a substantive trial 
of the effects of 
educational films 
designed to reduce 
weight stigma on a 
larger cohort of 
trainee healthcare 
professionals, and 
that brief 
educational 
interventions may 
be effective in 
reducing 
stigmatizing 
attitudes in this 
population. 
Teachman 
& 
Brownell 
(2001) 
Examine 
whether 
negative 
attitudes and 
beliefs toward 
overweight 
persons exist 
among health 
care 
professionals 
(HCP) 
specializing in 
obesity and 
compare these 
findings with 
attitudes and 
beliefs in the 
general 
population. 
 
Theoretical 
Framework: 
None Indicated 
Convenience 
sample of HCP 
attending a 
continuing 
education 
meeting N=84, 
all were 
specialists in 
weight 
management; 
71% men, 29% 
women, mean 
age 48 years 
old, 72% were 
physicians, 
nutritionists, 
pharmacists 
and other 
health care 
professionals 
Descriptive: 
Self-
administered 
timed survey 
 
Inclusion 
Criteria: HCP 
specialist who 
currently 
prescribe or 
likely to 
prescribe 
obesity 
medications 
or worked in 
the obesity 
treatment 
field 
Exclusion 
Criteria: None 
indicated 
HCP completed 
the IAT and a 
demographic 
questionnaire. 
The IAT is a 
series of implicit 
and explicit 
attitude and 
beliefs 
measuring 
automatic 
attitudes related 
to social 
prejudice 
 
 
Psychometric 
Measure: 
method of 
classifying 
words and 
pictures 
 
Independent 
Variable: 
Conducted a 
series of 
implicated and 
explicit attitude 
None t-test 
demonstrated 
significantly 
different from 
zero, when ‘fat 
people’ were 
paired with 
negative 
attributes then 
with positive 
attributes. 
Participants 
reported a strong 
implicit anti-fat 
bias for both 
attitude and 
stereotype 
measures.  
Limitation is that 
health care sample 
was mostly male 
and middle-aged, 
making it difficult 
to generalize these 
results to a broader 
base of HCP. 
 
Conclusion: HCP 
have strong 
negative 
associations toward 
obese persons, 
indicating the 
pervasiveness of 
the stigma toward 
obesity. 
L 
E 
V 
E 
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and belief 
measures 
Dependent 
Variable: Anti-
fat bias: weight 
attitude 
Watson et 
al. (2008) 
To develop and 
test an 
instrument to 
measure nurses’ 
attitudes 
towards obesity 
and obese 
patients 
 
Theoretical 
Framework: 
Conceptual  
Randomized 
computer 
sample 1400 
Alberta RNs 
randomly 
selected from 
various nursing 
fields.  Sample 
size was based 
on an expected 
return rate of 
30%, response 
rate 46.1 % 
(n=626) 
 
Descriptive 
non 
experimental  
Methodologic
al study 
 
 
Inclusion/Exc
lusion 
Criteria: Not 
indicated 
Instrument 
development 
utilizing 
attribution value 
theory as 
conceptual 
framework and 
scale 
development a 
71 scale items, 
with Likert-type 
and 
dichotomous 
response 
 
Psychometric 
measure: Likert 
scale using a 
visual analogue 
scale from 
seldom to often 
or agree to 
disagree 
depending on 
the item stem. 
 
Independent 
Variable: 
Testing of 
nurses’ attitudes 
toward obesity 
and obese 
patients scale 
Dependent 
Variable: 
nurses’ attitudes 
toward obesity 
 
Nurses 
Attitudes 
Toward 
Obesity 
and Obese 
Patients 
(NATOO
PS) scale 
Response rate 
medical-surgical 
(n=19%,  
community 
outreach and 
education 
(n=13.3%), 
critical care 
(n=11.8%), 
emergency room 
(n=9.9%), other 
(n=6%) 
Limitation; 
The factor analysis 
is affected by 
sample 
characteristics, this 
sample was highly 
educated and 
considered a 
limitation. 
 
Conclusion: 
Nurse Attitude 
scale could 
determine attitudes 
on the nurse-
patient 
relationships, as 
well as on patient 
outcomes. 
L 
E 
V 
E 
L 
 
IV 
Whitfield 
& 
Grassley 
(2008) 
Examine nurses’ 
experiences of 
caring for 
postoperative 
bariatric patients 
 
Theoretical 
Framework: 
Hermeneutic 
phenomenology 
Critical Social 
Theory 
11 nurses 
interviewed 
regarding 
experiences 
having cared 
for three 
postoperative 
bariatric 
patients on a 
newly built 
surgical unit in 
Texas 
Descriptive 
Qualitative 
phenomenolo
gical study 
 
Inclusion and 
Exclusion 
Criteria: not 
indicated 
Utilized 
descriptive 
hermeneutic 
phenomenology 
methodology to 
examine the 
nature of the 
data obtained 
from the nurses 
 
Psychometric 
measure: Not 
utilized the 
Colaizzi ‘s7 step 
process was 
used to evaluate 
the narrative 
data 
None Study did not 
support the 
concept that 
nurses are 
prejudice but did 
identify two 
caring themes 
that causes stress 
for nurses: 
1. Getting up 
for the first 
time 
Negotiating with 
families  
Limitation: Limited 
in scope, requires 
research in other 
setting. 
 
Conclusion: 
Nurse can change 
their perspective 
about caring for 
patient who are 
obese. To improve 
nurses must be 
made aware of 
their attitudes 
about caring for 
obese patients. 
L 
E 
V 
E 
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Independent and 
dependent 
variable: not 
indicated  
 
Zuzelo 
and 
Seminara 
(2006) 
To describe 
RN’s attitudes 
toward adult 
bariatric patients 
in acute, 
rehabilitation or 
skilled facilities 
 
Theoretical 
Framework: 
None indicated 
Convenience 
sample, Full 
time RN’s in 
one health 
system from 
three care 
settings.  
N=119 (of 833) 
respondents, 
15% Acute 
Medical 
Surgical, 22% 
from 
rehabilitation 
and 29% acute 
care facility 
Descriptive 
study, non-
experimental 
using survey 
instruments 
with 
qualitative 
theme 
analysis 
 
Inclusion and 
Exclusion 
Criteria: not 
indicated 
Measure Nurses 
Attitudes 
Toward Obese 
Patients across 
the dimensions 
of nursing 
management, 
lifestyle and 
personality 
characteristics.  
 
Psychometric 
measure: 5 point 
Likert scale 
from “strongly 
agree” to 
“strong 
disagreement” 
 
Qualitative 
comments were 
coded line by 
line with 
verifiable data 
analysis 
 
Independent and 
dependent 
variable: not 
indicated 
28-
question 
instrument 
Nurses 
Attitudes 
Toward 
Obese 
Adult 
Patients 
scale. 
Qualitativ
e 
responses 
were 
added to 
survey 
Overall Attitude 
Scores 1.75 to 
4.25 with mean 
of 3.3. 
Questions with 
high variability= 
4 questions had a 
SD > 1, 4 other 
questions 
demonstrated 
strong 
disagreement 
with a SD < 1. 
No descriptive 
statistics 
reported. 
Limitation: 
Low response rate 
of 16.2 %. 
Low alpha score 
suggests the 
instrument was less 
consistent for this 
sample. 
 
Conclusion: 
This study 
demonstrated 
nurses are aware of 
their bias, work 
hard to bracket 
biases, and 
conscientiously 
devote themselves 
to protecting the 
dignity of their 
bariatric patients. 
L 
E 
V 
E 
L 
 
III 
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Appendix B : Permission  to use WBIS 
 
                       
Running	head:	EXAMINING	THE	INFLUENCE	OF	NURSING	ATTITUDES			
Appendix C: Permission to use NATOOPS 
 
Subject: Re: NATOOPS seeking your permission to use in Nsg 
DNP Project 
To: Kathleen Hartman <krh85@drexel.edu> 
 
1 am sorry to have kept you waiting but I am experiencing some computer difficulties that 
do not allow me to send you an electronic version. So I think that I can send you a hard 
copy if you send me your mailing address. And yes you have my permission to use it for 
nurses aides as well. I will look forward to receiving your mailing address and get the 
document to you ASAP. L. 
 
Sent from  my iPhone 
 
> On Aug 14, 2015, at 2:40 PM, Kathleen Hartman <krh85@drexel.edu> wrote: 
 
> Professor Watson: 
> I have been trying multiple avenues to reach you. 
 
> I hope you are well & enjoying retirement!! 
> 
> Let me introduce myself to you, I am Kathleen Hartman, MSN, RN. 
Currently I am enrolled at Drexel University in Phila,  Pa, USA. 
> Iam in Drexel's DNP doctoral program. 
> I am very interested in exploring nursing attitudes and bias in the care of the 
obese in a community hospital setting versus a Bariartic Center of Excellence. 
> Your NATOOPS survey is the ideal tool to use in my doctoral project. 
 
> 1. I am seeking your permission to use your NATOOPS survey. 
> 2. I would like to modify it to not only include Nurses but Nursing Assistance 
(aides) as well, if you would be comfortable with that one change. 
 
> I hope this email reaches you I am very close to needing to submit my final documents to the    
IRB. 
> 
> Respectfully, 
> Kathleen Hartman 
> 
> krbh@comcast.net 
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Appendix D : Permission to use Body Appreciation Scale 
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Appendix E : Permission to use SSI 
 
 
 
EXAMINING	THE	INFLUENCE	OF	NURSING	ATTITUDES		
April	5,	2017	
58	
 
Appendix F: Timeline of Project  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Initial	Project	Approval		Sept	2016
IRB	submisson	Specialty	hospital	Approved		9/27/2016
IRB	submission	and	approval	Drexel	University11/3/2016
Survey	period	opened	11/2016	and	closed	12/2016
Data	AnalysisJanuary-March	2017	
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Appendix G: Qualtrics Survey 
DNP survey - New version 
 
Q1 Dear Participant, Thank you for being here!  Your participation is very much appreciated in 
this Doctoral Nursing Practice project.  You are invited to participate in a web-based online 
survey on attitudes toward those with high BMI.  This is a research project being conducted by 
Kathleen Hartman, a student at Drexel University.  It should take approximately 15 minutes to 
complete.  PARTICIPATION Your participation in this survey is voluntary.  You may refuse to 
take part in this research or exit the survey at any time without penalty.  You are free to decline 
to answer any particular questions you do not wish to answer for any reason.  BENEFITS You 
will receive no direct benefits from participating in this research study.  However, your responses 
may help is learn what factors influence attitudes or bias toward those with high BMI.  RISKS 
The possible risks or discomforts of the study are minimal.  You may feel a little uncomfortable 
answering personal or sensitive survey questions.  CONFIDENTIALITY Your survey responses 
will be sent directly to Qualtrics where data will be stored in a password protected electronic 
format.  Qualtrics does not collect identifying information such as your name, email address, or 
IP address.  Therefore, your responses will remain anonymous.  No one will be able to identify 
you or your answers, and no one will know if you participated in the study.  At the end of the 
study, you will be asked if you wish to be placed in a raffle for a chance to win one of five $50 
gift cards for participating in the study.  If you are interested in participating in the raffle provide 
your name, phone number and the facility you are employed.  Your survey responses may no 
longer be anonymous to the researcher.  However, no names or identifying information would be 
included in any publication or presentation based on these data, and your responses to this survey 
will remain confidential.  CONTACT If you have questions at any point about the study or the 
procedures, you may contact my research supervisor, Professor Kathleen Fisher via phone at 1-
267-359-5821 or via email at kmf43@drexel.edu.  If you feel you have not been treated in 
according to the descriptions in this form, or that your rights as a participant in research have not 
been honored during the course of this project, or if you have questions, concerns, or complaints 
that you wish to address with someone other than the investigator, you may contact the Bariatric 
Medical Center Investigational Review Board at-----------------  ELECTRONIC CONSENT : 
Please select your choice below.  You may print a copy of the consent for your records.  Clicking 
on the "Agree" button indicates that 1.  You have read and understand the above information 2.  
You voluntarily agree to participate 3.  You are 18 years of age or older 
m Agree	(1)	
m Disagree	(2)	
 
Q2 The first part of this survey explores nurses’ attitudes toward patients with high BMI and the 
care that is delivered.  To answer the questions slide the bar to the location that best / closest 
matches your response. 
 
Q3 Obese Adults Over Eat ______	Slide	to	your	selection	(1)	
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Q4 Obese adults exercise. ______	Slide	to	your	selection	(1)	
 
Q5 Obesity is influenced by ones family environment. ______	Slide	to	your	selection	(1)	
 
Q6 Nurses' feel uncomfortable when caring for obese adults patients. ______	Slide	to	your	selection	(1)	
 
Q7 If given the choice, nurses' would prefer not to care for adult obese patients. ______	Slide	to	your	selection	(1)	
 
Q8 Obese adult’s patients would prefer to be put on a weight management program while in the 
hospital. ______	Slide	to	your	selection	(1)	
 
Q9 Obesity is treatable. ______	Slide	to	your	selection	(1)	
 
Q10 Obese adult’s patients need more emotional support than other patients. ______	Slide	to	your	selection	(1)	
 
Q11 Nurses' should monitor the food intake of obese adults patients more carefully than that of 
non-obese patients. ______	Slide	to	your	selection	(1)	
 
Q12 Obese adult’s patients are more self-conscious than normal weight patients. ______	Slide	to	your	selection	(1)	
 
Q13 Obesity can be prevented by self-control. ______	Slide	to	your	selection	(1)	
 
Q14 Obese adults can lose weight if they change their eating habits. ______	Slide	to	your	selection	(1)	
 
Q15 Obesity is a matter of lifestyle. ______	Slide	to	your	selection	(1)	
 
Q16 I feel more irritated when I care for an obese adult patient than a normal weight patient. ______	Slide	to	your	selection	(1)	
 
Q17 Caring for obese adult patients is more frustrating than caring for a normal weight patient. ______	Slide	to	your	selection	(1)	
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Q18 I feel more irritated when I care for an obese adult patient than a normal weight patient. ______	Slide	to	your	selection	(1)	
 
Q19 I feel more impatient when I care for an obese adult patient than a normal weight patient. ______	Slide	to	your	selection	(1)	
 
Q20 I feel disgust when I am caring for an obese adult patient. ______	Slide	to	your	selection	(1)	
 
Q21 I feel indifferent to the obesity when I am assigned to an obese adult patient. ______	Slide	to	your	selection	(1)	
 
Q22 It is difficult to feel empathy for an obese adult patient. ______	Slide	to	your	selection	(1)	
 
Q23 I'd rather not touch an obese patient. ______	Slide	to	your	selection	(1)	
 
Q24 Caring for an obese adult is more stressful than caring for a normal weight patient. ______	Slide	to	your	selection	(1)	
 
Q25 Caring for an obese adult repulses me. ______	Slide	to	your	selection	(1)	
 
Q26 Obese adults are self-indulgent. ______	Slide	to	your	selection	(1)	
 
Q27 Obese adults are unkempt. ______	Slide	to	your	selection	(1)	
 
Q28 Obese adults are lazy. ______	Slide	to	your	selection	(1)	
 
Q29 Obese adults are self-confident. ______	Slide	to	your	selection	(1)	
 
Q30 Obese adults are depressed. ______	Slide	to	your	selection	(1)	
 
Q31 Obese adults feel socially accepted. ______	Slide	to	your	selection	(1)	
 
Q32 Obese adults experience unresolved anger. ______	Slide	to	your	selection	(1)	
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Q33 Fatigue is a problem for obese adults. ______	Slide	to	your	selection	(1)	
 
Q34 Obese adult patients are the subjects of ridicule. ______	Slide	to	your	selection	(1)	
 
Q35 Obese adult patients feel guilty. ______	Slide	to	your	selection	(1)	
 
Q36 I would rather work with normal weight person than an obese person. ______	Slide	to	your	selection	(1)	
 
Q37 Obese people have a lower opinion of themselves than normal weight people. ______	Slide	to	your	selection	(1)	
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Q38 The next section is demographic information on you as a Registered Nurse. 
 
Q39 Your Gender 
m Female	(1)	
m Male	(2)	
m Trans-gender	(3)	
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Q40 Your age in years 
m 20	(1)	
m 21	(2)	
m 22	(3)	
m 23	(4)	
m 24	(5)	
m 25	(6)	
m 26	(7)	
m 27	(8)	
m 28	(9)	
m 29	(10)	
m 30	(11)	
m 31	(12)	
m 32	(13)	
m 33	(14)	
m 34	(15)	
m 35	(16)	
m 36	(17)	
m 37	(18)	
m 38	(19)	
m 39	(20)	
m 40	(21)	
m 41	(22)	
m 42	(23)	
m 43	(24)	
m 44	(25)	
m 45	(26)	
m 46	(27)	
m 47	(28)	
m 48	(29)	
m 49	(30)	
m 50	(31)	
m 51	(32)	
m 52	(33)	
m 53	(34)	
m 54	(35)	
m 55	(36)	
m 56	(37)	
m 57	(38)	
m 58	(39)	
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m 59	(40)	
m 60	(41)	
m 61	(42)	
m 62	(43)	
m 63	(44)	
m 64	(45)	
m 65	(46)	
m 66	(47)	
m 67	(48)	
m 68	(49)	
m 69	(50)	
m 70	(51)	
m 71	(52)	
m 72	(53)	
m 73	(54)	
m 74	(55)	
m 75	(56)	
m 76	(57)	
m 77	(58)	
m 78	(59)	
m 79	(60)	
m 80	(61)	
m 81	(62)	
m 82	(63)	
m 83	(64)	
m 84	(65)	
m 85	(66)	
m 86	(67)	
m 87	(68)	
m 88	(69)	
m 89	(70)	
m 90	(71)	
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Q41 Highest level of education 
m Diploma	in	Nursing	(1)	
m Associate	in	Nursing	(2)	
m Bachelors	in	Nursing	(3)	
m Masters	in	Nursing	(4)	
m Doctorate	or	PhD	in	Nursing	(5)	
m Degrees	other	than	in	Nursing	(6)	
 
Q42 What is your ethnicity? 
m African-American	(1)	
m Asian/Pacific	Island	(2)	
m Hispanic/Latino	(3)	
m Native	American	(4)	
m White	(5)	
m Other	(6)	
 
Q43 Specialty area in nursing which you are currently employed (please specify) 
m Medical-Surgical	(1)	
m Orthopedics	(2)	
m Cardiovascular	/Telemetry	(3)	
m Neurology/Stroke	Unit	(4)	
m Surgery	(PAT,	Endo,	Recovery,	Operating	Room)	(5)	
m Pediatrics	(6)	
m Behavioral	Health	(Psych)	(7)	
m Emergency	Room	(8)	
m Nursing	Administration	(9)	
m Nursing	Education	(10)	
m Research	(11)	
m Quality	(Risk/	Infection	Control/	Employee	Health/	Abstracter)	(12)	
m Intensive	Care	Unit	(Medical/Surgical)	(13)	
m Bariatric	Unit	(14)	
m Clinic	practice	(15)	
m Mid	level	provider	(16)	
m Wound	or	IV	team	(17)	
m Other	(18)	
m Home	Care	(19)	
m Interventional	Radiology	(20)	
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Q44 How many years have you been employed as a nurse? 
m 1	(1)	
m 2	(2)	
m 3	(3)	
m 4	(4)	
m 5	(5)	
m 6	(6)	
m 7	(7)	
m 8	(8)	
m 9	(9)	
m 10	(10)	
m 11	(11)	
m 12	(12)	
m 13	(13)	
m 14	(14)	
m 15	(15)	
m 16	(16)	
m 17	(17)	
m 18	(18)	
m 19	(19)	
m 20	(20)	
m 21	(21)	
m 22	(22)	
m 23	(23)	
m 24	(24)	
m 25	(25)	
m 26	(26)	
m 27	(27)	
m 28	(28)	
m 29	(29)	
m 30	(30)	
m 31	(31)	
m 32	(32)	
m 33	(33)	
m 34	(34)	
m 35	(35)	
m 36	(36)	
m 37	(37)	
m 38	(38)	
m 39	(39)	
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m 40	(40)	
m 41	(41)	
m 42	(42)	
m 43	(43)	
m 44	(44)	
m 45	(45)	
m 46	(46)	
m 47	(47)	
m 48	(48)	
m 49	(49)	
m 50	(50)	
m 51	(51)	
m 52	(52)	
m 53	(53)	
m 54	(54)	
m 55	(55)	
m 56	(56)	
m 57	(57)	
m 58	(58)	
m 59	(59)	
m 60	(60)	
 
Q45 Have you ever attended an educational session on bariatric care? 
m Yes	(1)	
m No	(4)	
 
Q46 On a daily basis, how many people do you care for whom you think are overweight or 
obese  (BMI > 25kg/m2) 
m None	(1)	
m 1	-	2	(2)	
m 3	or	more	(3)	
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Q47 What is your height without shoes? 
m 4	ft		6	inch	(1)	
m 4	ft		7	inch	(2)	
m 4	ft	8	inch	(3)	
m 4	ft	9	inch	(4)	
m 4	ft	10	inch	(5)	
m 4	ft	11	inch	(6)	
m 5	ft	0	inch	(7)	
m 5	ft		1	inch	(8)	
m 5	ft			2	inch	(9)	
m 5	ft		3	inch	(10)	
m 5	ft		4	inch	(11)	
m 5	ft		5	inch	(12)	
m 5	ft		6	inch	(13)	
m 5	ft			7	inch	(14)	
m 5	ft	8	inch	(15)	
m 5	ft	9	inch	(16)	
m 5	ft	10	inch	(17)	
m 5	ft	11	inch	(18)	
m 6	ft	0	inch	(19)	
m 6	ft	1	inch	(20)	
m 6	ft	2	inch	(21)	
m 6	ft	3	inch	(22)	
m 6	ft	4	inch	(23)	
m 6	ft	6	inch	(24)	
m Greater	than	6'	6"	(25)	
 
Q48 What is your current weight, in POUNDS (lbs) 
m Less	then	100	lbs	(1)	
m 100	(2)	
m 101	(3)	
m 102	(4)	
m 103	(5)	
m 104	(6)	
m 105	(7)	
m 106	(8)	
m 107	(9)	
m 108	(10)	
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Q49 What do you believe your IDEAL weight, in pounds (lbs) SHOULD be, right now 
m Less	then	100	lbs	(1)	
m 100-	109	lbs	(2)	
m 110-	119	lbs	(3)	
m 120-	129	lbs	(4)	
m 130-	139	lbs	(5)	
m 140-	149	lbs	(6)	
m 150-	159	lbs	(7)	
m 160-	169	lbs	(8)	
m 170-	179	lbs	(9)	
m 180-	189	lbs	(10)	
m 190-	199	lbs	(11)	
m 200-	209	lbs	(12)	
m 210-	219	lbs	(13)	
m 220-	229	lbs	(14)	
m 230-	239	lbs	(15)	
m 240-	249	lbs	(16)	
m 250-	259	lbs	(17)	
m 260-	269	lbs	(18)	
m 270-	279	lbs	(19)	
m 280-	289	lbs	(20)	
m 290-	299	lbs	(21)	
m 300-	309	lbs	(22)	
m 310-	319	lbs	(23)	
m 320-	329	lbs	(24)	
m 330-	339	lbs	(25)	
m 340-	349	lbs	(26)	
m 350-	359	lbs	(27)	
m 360-	369	lbs	(28)	
m 370-	379	lbs	(29)	
m 380-	389	lbs	(30)	
m 390-	399	lbs	(31)	
m 400-	409	lbs	(32)	
m 410-	419	lbs	(33)	
m 420-	429	lbs	(34)	
m 430-	439	lbs	(35)	
m 440-	449	lbs	(36)	
m greater	than	450	lbs	(37)	
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Q50 Have you ever worked at a facility specializing in the care of with high BMI (Body Mass 
Index) population (i.e. National Certification or Center of Excellence in Bariatric Care? 
m Yes	(1)	
m No	(2)	
 
Q51 Current place of employment? 
m Bariatric	Medical	Center	(1)	
m Community	Medical	Center	(2)	
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Q52 In the next section, you will utilize the corresponding figure diagrams  (male or female) that 
match your sexual orientation to respond to the questions.The first set of photos are for 
individuals that identify with the female image. The second set of images are for those who 
identify with the male image. 
 
Q53 Female Images: 
 
 
Q113 Male Images: 
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Q54 Which figure most closely matches your CURRENT body? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
 
Q55 Which is the body that you would MOST like to possess? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
 
Q56 Which is the body that you would LEAST like to possess? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
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Q57 WOMEN ONLY: Which figure do you think MEN YOUR AGE find the most physically 
attractive, based on the 1st set of images of female figures? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
 
Q58 MEN ONLY: Which figure do you think WOMEN YOUR AGE find the most physically 
attractive, based on the 2nd set of images of male figures? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
 
Q59 WOMEN ONLY: Which figure (1st set of images)  do you think represents the typical body 
for a woman of your age? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
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Q60 MEN ONLY: Which figure (2nd set of images) do you think represents the typical body for 
a man of your age? 
m Figure	1	(1)	
m Figure	2	(2)	
m Figure	3	(3)	
m Figure	4	(4)	
m Figure	5	(5)	
m Figure	6	(6)	
m Figure	7	(7)	
m Figure	8	(8)	
m Figure	9	(9)	
m Figure	10	(10)	
 
Q61 The next set of questions is looking to explore an individuals internalized stigma 
 
Q62 Because of my weight, I feel that I am just as competent as anyone. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q63 Because of my weight, I feel that I am just as competent as anyone. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
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Q64 I am less attractive than most other people because of my weight. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q65 I feel anxious about my weight because of what people might think of me 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q66 I wish I could drastically change my weight 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q67 Whenever I think a lot about my weight, I feel depressed 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
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Q68 I hate myself for my weight. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q69 My weight is a major way that I judge my value as a person. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q70 I don't feel that I deserve to have a really fulfilling social life, because of my weight. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q71 I am OK being the weight I am. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
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Q72 Because of my weight, I don't feel like my true self. 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
 
Q73 Because of my weight, I don't understand how anyone attractive would want to date me, 
m Strongly	Disagree	(1)	
m Disagree	(2)	
m Somewhat	disagree	(3)	
m Neither	agree	nor	disagree	(4)	
m Somewhat	agree	(5)	
m Agree	(6)	
m Strongly	agree	(7)	
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Q74 Below is a list of situations that people encounter Because of their weight.  Please indicate 
whether, and how often, each of these situations happens to you. 
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	 Never	(1)	
Once	in	your	life	(2)	
Several	times	in	your	life	(3)	
About	once	a	year	(4)	
Several	times	per	year	(5)	
About	once	a	month	(6)	
Several	times	per	month	(7)	
About	once	a	week	(8)	
Several	times	per	week	(9)	
Daily	(10)	
1) Being 
singled out 
as a child 
by a 
teacher, 
school 
nurse, etc., 
because of 
my weight. 
(1) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
2) Being 
stared at in 
public (2) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
3) Children 
loudly 
making 
comments 
about your 
weight to 
others. (3) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
4) Having a 
doctor 
recommend 
a diet, even 
if you did 
not come in 
to discuss 
weight 
loss. (4) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
5) Having a 
romantic 
partner 
exploit 
you, 
because she 
or he 
assumed 
you were 
'desperate' 
and would 
put up with 
it. (5) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
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6) 
Overhearin
g other 
people 
making 
rude 
remarks 
about you 
in public. 
(6) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
7) Not 
being hired 
because of 
your 
weight, 
shape, or 
size. (7) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
8) Having 
family 
members 
feel 
embarrasse
d by you or 
ashamed of 
you. (8) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
9) Having 
people 
assume you 
overate or 
binge eat 
because 
you are 
overweight. 
(9) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
10) Being 
glared at or 
harassed by 
bus 
passengers 
for taking 
up 'top 
much' 
room. (10) 
m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	 m 	
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Q75 If you responded yes to any of the above situations, do you believe they were due to 
weighing MORE than you should? 
m Yes	(1)	
m No,	the	items	I	responded	to	were	due	to	weighing	too	little	(2)	
m Not	applicable	(3)	
 
Q76 This is the last section of the survey, it asks you to share how you view yourself. 
 
Q77 I respect my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q78 I feel good about my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q79 On the whole, I am satisfied with my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q80 Despite my flaws, I accept my body for what it is. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
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Q81 I feel that my body has at least some good qualities. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q82 I take a positive attitude towards my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q83 I am attentive to my body's needs. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q84 My self-worth is independent of my body shape or weight. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q85 I do not focus a lot of energy being concerned with my body shape or weight. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
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Q86 My feelings toward my body are positive, for the most part. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q87 I engage in healthy behaviors to take care of my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q88 FOR WOMEN ONLY: I do not allow unrealistically thin images of women presented in the 
media to affect my attitudes toward my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q89 FOR MEN ONLY: I do not allow unrealistically muscular images of men presented in the 
media to affect my attitudes toward my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q90 Despite its imperfections, I still like my body. 
m Always	(1)	
m Often	(2)	
m Sometimes	(3)	
m Seldom	(4)	
m Never	(5)	
 
Q91 Thank you for taking the time to complete this survey. Your participation is greatly 
appreciated!   As a thank you, there is a chance to win 1 of 5,  $50.00 gift cards.    To enter into 
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the raffle please provide your information as instructed.  Click your response below:  'Yes' 
to  confidentially submit your name, facility name, phone number, and email  'No' to exit survey. 
m Yes	(1)	
m No	(2)	If	No	Is	Selected,	Then	Skip	To	End	of	Survey	
 Answer	If	Thank	you	for	taking	the	time	to	complete	this	survey.	Your	participation	is	greatly	appreciated!!		As	a	thank	you,	there	is	a	chance	to	win	1	of	5,		$50.00	gift	cards.			To	enter	into	the	raffle...	Yes	Is	Selected	
Q95 Complete the following: Your	First	and	Last	Name	(1)	Your	Hospital	Name	(2)	Your	phone	number	with	area	code	(3)	Your	email	(4)	
 
 
